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: PASSAGES.* 
BY J. A. BODINE, M. D., NEW YORK. 
Professor of Surgery, New York Polyclinic. 

Muriate of cocaine is deservedly the most popular of the many 
local anesthetics in use at present. A thorough knowledge of the 
limitations of this drug, together with a perfected technique in 
its use is to be acquired only by patient, persistent effort. Local 
anesthesia with cocaine, when properly effected, gives absolute 
abolition of all painful physical sensation; though many surgeons 
only succeed in reducing the pain within limits of endurance. No 
hard and fast rule can be laid down for its use. Wide variations in 
strength of solution and manner of application obtain in different 
patients and in different parts of the body of the same patient. Each 
operator must develop an individual technique. The amputation of 
a limb above the knee without pain is possible to one operator, while, 
with a solution of double the strength, removal of a wen painlessly 
is beyond the accomplishment of another. This difference is the 
personal equation. 


The bald statement of teachers and text-books that cocaine ap- 


plied or injected will abolish pain in that area is untrue, and re- 
sponsible for much disappointment to both patient and surgeon. 
Not only is the manner of introduction of the solution essential, 


cng Read at New York Academy of Medicine, Section on Rhinology and Laryngology, February 25, 
903. 
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but the psychic element in the patient is to be considered. The in- 
fluence of this subjective element in local anzesthesia is difficult of 
description. Perhaps I can better illustrate it. If the operator asks 
loudly for a “knife” and it is passed in front of the patient’s eyes, 
an incision into a completely anesthetized area will hurt that pa- 
tient—‘‘to all practical purposes.” From the surgeon’s point of 
view, pain could not have resulted; from the view-point of the pa- 
tient, there is quite a different opinion. Furthermore, the psychic 
impression of the word “knife” together with a view of the instru- 
ment results in a distinct shock. 

Actual vaso-motor paralysis occurs in proportion to the patient's 
nervous susceptibility. The acquirement of a personal calmative 
influence in the operator is essential. Every word and every motion 
should tend to allay the nervous tension of the patient. The knife 
should have been handed without asking, or the word “bistoury” 
would have procured the desired instrument and saved the shock to 
the patient. It is the amplification of this calmative principle that 
enables large and serious operations to be done painlessly under 
local anesthesia. There is a fatal difference between pain at the 
beginning of an operation and equal pain near the end. The one 
destroys the patient’s confidence in our assurance of immunity to 
suffering, and may utterly demoralize him; while the other is borne 
with equanimity because the termination is at hand. Pain of the 
initial prick of the needle should be lessened by applying to the 
skin or mucous membrane strong carbolic acid on the point of a 
probe or tooth pick. In surgery of the upper air passages, local 
anzsthesia is especially advantageous. It relieves the situation of 
many immediate and remote dangers inseparably connected with 
general narcosis. The interference of the face mask is obviated. 
We command the co-operation of the patient. His ability to volun- 
tarily cough and expectorate are to our advantage; and there is 
lessened danger of blood being aspirated into the lungs. 

In the prostration and asphyxia of diphtheria poisoning general 
narcosis for tracheotomy is not only unnecessary but reprehensible. 
In removal of a foreign body from the trachea, the value of a volun- 
tary cough is inestimable. A patient with a peanut kernel in his 
trachea voluntarily coughed the foreign body out of the widely re- 
tracted tracheotomy incision. 

A greatly diminished number of fatalities from cocaine poison- 
ing are now encountered in current literature—a decrease due to 
the weaker solution employed. Formerly 4, 10 and 20 per cent so- 


lutions were commonly used hypodermatically. We now employ 
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¥% of 1% down to 1-100 of 1% and procure better anzsthesia. 
A 1 to 20,000 solution of cocaine will make an impression on a 
sensory nerve (Schleich). Rhinologists still use applications of 
20 and 30% strength. The urethral mucosa is as effectually anzs- 
thetized by application of a 2% solution as of one of 10% strength. 
That solutions unnecessarily strong are often used in nose and 
throat work I do not presume to state, but reasoning by analogy 
justifies one in so believing: In all infiltration work it is import- 
ant to remember that to anzsthetize the skin or mucous membrane, 
the injection is made into the skin, not beneath it—intradermic, not 
hypodermic. The highly differentiated end-organs of the sensory 
nerves are just beneath the epithelium. When the needle point 
lies true, it can be seen from the surface. 

Cocaine solution should be freshly prepared for each operation. 
In a few hours fungus begins to form, and the solution is poten- 
tially septic; in 24 to 48 hours it is distinctly septic and will pro- 
duce suppuration. Much of the present belief that cocaine inter- 
feres with wound healing is no doubt due to the use of old solutions. 
When the solution is sterile and iso-tonic with the tissue fluids it 
interferes with repair no more than does salt solution. If the so- 
lution is not iso-osmotic, i. e., of the same specific gravity as blood 
serum, it will cause swelling of the tissue from cellular inbibition 
according to the law of osmosis and thus in slight measure inter- 
feres with healing. 

Solutions of less density than tissue fluids cause pain on injection 
(anesthesia dolorosa). Another reason for using fresh solution 
is that it becomes acid on standing and loses greatly in anesthetic 
value. If acid secretion covers the nasal mucosa it is of advantage 
to use a nasal douche of bicarbonate of soda before applying the 
cocaine. A solution is always more effective when warm than 
when cold. Cocaine will bear momentary boiling without chemical 
change, though the practical sterility of the solution may be as- 
sumed if freshly prepared with sterile salt solution. 

Anesthesia resulting from application to mucous membrane is 
greatly inferior to infiltration; unfortunately it is the only method 
possible in most nose and throat work, by reason of inaccessibility. 
Cocaine acts per se by paralyzing the sensory nerves; acute local 
anemia and pressure are invaluable accessories in producing this 
effect. Elastic constriction of a limb alone diminishes sensation in 
the part. In cavity work both local anemia and pressure are ob- 


tained by dense infiltration of the tissues with the solution. 
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The old method of injecting a few minims of strong solution 
under the skin or mucous membrane to anzsthetize an area more or 
less wide is faulty and deservedly obsolete (regional method). If 
the nerve supplying sensation to the area involved can be isolated 
and a few drops of a weak solution of cocaine injected within the 
neural sheath, profound anzsthesia will occur throughout the nerve 
distribution (intra-neural method), or if the soiution can be in- 
jected in immediate proximity to the nerve trunk, anzsthesia takes 
place throughout its distribution (para-neural method). Halstead 
utilized this method to secure anesthesia of the lateral half of the 
tongue, floor of mouth, gums and teeth in one half of the lower jaw. 
He injected the solution into or close to the inferior dental nerve 
where it enters the inferior dental canal, the spine of Spix being 
his guide. 

Toxicity.—Experience indicates one grain of cocaine a safe dose 
for absorption in an adult. Uncertainty of the amount absorbed is 
a serious drawback to cocainization of mucous membranes by appli- 
cation. Tight, dense infiltration is additionally safe in that the pres- 
sure anemia permits slow, gradual absorption into the general circu- 
lation. 

Many symptoms thought to be due to cocaine idiosyncrasy are 
in fact only manifestations of nervous fright. Such symptoms as 
giddiness, faintness, cold perspiration and pallor are often psychic 
phenomena and require only recumbency or aromatic spirits of am- 
monia for relief. When they have passed off the operation can pro- 
ceed and additional cocaine may be used if necessary. Morphine 
is a reliable antidote to cocaine poisoning. Even in profound mor- 

‘ phine narcosis, cocaine is the quickest and safest antidote. They 
antidote each other. A prophylactic injection of morphine should 
be given in all operations likely to require much cocaine. ‘At the 
onset of symptoms of cocaine toxemia morphine is to be wholly 
relied upon to antagonize them. 

Such operations as excision of the lip for cancer, excision of 
lateral half of tongue, ligation of external carotid for intractable 
epistaxis, foreign body in the wind-pipe, laryngotomy, partial ex- 
cision of larynx and many other operations of the upper respira- 
tory tract, are best accomplished with local anzsthesia. Crile, of 
Cleveland, has lately shown by carefully conducted experimentation 
an interesting and important point in connection with cocaine an- 
zesthesia and surgery of the pharynx, and larynx above the level of 
the cricoid cartilage. The nerves in this region, especially around 

the glottis, and the terminals of the recurrent laryngeal are en- 
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dowed with strong inhibitory functions. Rough manipulation of 
these regions such as often occurs in removal of adenoids, foreign 
bodies and laryngotomy, may induce alarming and even fatal col- 
lapse through reflex inhibition of heart and respiration. Crile and 
Matas have found that. cocainization of a nerve absolutely prevents 
reflex impression. It is called “blocking” and is advocated as a pre- 
ventive against shock in major amputations. The technique here 
being to isolate the main nerve trunks prior to amputation and by 
injecting cocaine within the neural sheath cut off all sensory im- 
pressions below this level. In connection with surgery in the region 
of the larynx, he states that extensive experimentation justifies 
his statement that cardiac and .respiratory inhibition is impossible 
if the area be cocainized. 


Subcutaneous Injections of Paraffin in the Correction of Nasal 
Deformities—Harmon Smiru, N. Y.—N. 2. Med. Journal. 
May 17, 1902. 

The author first injects about five minims of a 4 per cent. cocain 
solution prior to the introduction of the heated paraffine. Strict 
aseptic precautions are taken and the paraffine is sterilized before 
using. After heating the paraffine to 115° F., which expels the air, 
it is drawn up into a forcible aspirating syringe through a large 
needle. The air bubble is evacuated and the syringe and needle are 
submerged in sterile water at 120° F. This keeps the paraffine in 
liquid form. The soft tissues of the nose above the dorsum are lifted 
with the left hand and the needle is inserted well beneath the skin, 
carrying its point beyond the site of greatest deformity. The in- 
jection is made slowly, at the same time withdrawing the needle and 
using the thumb and index finger of the left hand to mold the paraf- 
fine. Care must be exercised to prevent the paraffine from being 
forced to the inner canthi of the eyes, where there is a mass of loose 
areolar tissue. The paraffine remains plastic for half a minute and 
can be moulded as desired during this time. Cold compresses may 
be applied at once to prevent inflammatory symptoms. These in- 
jections may be employed in filling up the excavations following 
mastoid operations. A number of photographs are shown. 

M. D. LEDERMAN. 








































REMARKS ON GENERAL ANAESTHESIA IN OPERATIONS 
INVOLVING THE UPPER AIR PASSAGES. 


BY THOMAS L. BENNETT, M. D., NEW YORK. 
Anaesthetist to New York Hospital, etc. 

The question of general anzsthesia in operations involving the 
upper air passages is of particular interest and importance owing 
to the unusual complications which result from the fact that the op- 
erator and the anesthetist occupy the same field of operation. The 
anesthetist requires the nasal and oral air ways and a free respira- 
tion in order to introduce his anesthetic and the surgeon must 
often occupy these passages to a greater or less extent in his work 
and must interfere with the respiration by his manipulations and 
often by some of the products of his operation, notably blood; the 
latter introducing an element of danger not only immediate from 
acute obstruction to respiration, but may be remote from retention in 
the lung and infection thereof. More or less mechanical obstruc- 
tion to respiration is present in many of this class of cases before 
the narcosis and the position of the patient required by the opera- 
tor during the operation is often unusual. Both of these facts have 
considerable bearing on the safety of particular anzsthetics and a 
judicious choice of the agent to be employed is of the utmost im- 
portance. The problems which confront the anesthetist in opera- 
tions involving the upper air passages are briefiy these: 

1. The proper choice of the anesthetic for the particular case 
in hand. 

2. The administration of the anzsthetic in a way involving the 
least possible conflict with the performance of the operation and the 
least possible risk to the patient. 

3. The adoption of measures to protect the lower air passages 
from the entry or retention of foreign matter. 

The Choice of the Anesthetic_—Inasmuch as the safety of the pa- 
tient is the first consideration we should, in the absence of contrary 
indications, employ that agent which experience has proved to be 
safest, if it fulfills the requirements of the case in hand. We will 
consider the three commonly used anzsthetics, nitrous oxide, ether 
and chloroform. Nitrous oxide is credited with exceeding safety, 
its mortality showing but one death in several hundred thousand 
administrations. (More than 30 deaths are recorded.) 


* Read before the Section on Laryngology and Rhinology of the New York Academy of Medicine, 
February 25, 1903. 262 
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It must be remembered, however, that this record is the result of 
the momentary administration of gas, chiefly for tooth extraction. 
Its safety in prolonged administrations is not determined but it is 
my opinion that such use of nitrous oxide in any form will be found 
to show a mortality approximating if not exceeding that of chloro- 
form. 

For operations which may be completed in about one-half min- 
ute and in which immediate consciousness is not objectionable, ni- 
trous oxide is reasonably satisfactory and very safe. A somewhat 
longer period of unconsciousness, often amounting to one minute 
or more, results from one complete administration of nitrous oxide 
and oxygen and this form of gas anzsthesia is always to be pre- : 
ferred, not only on account of the longer narcosis, but because of 
the freedom from the asphyxia which complicates ordinary gas in- 
halation. 

When the operation does not necessitate the removal of the in- 
haler, nitrous oxide anzsthesia may be indefinitely prolonged by al- 
lowing sufficient.air or oxygen to prevent asphyxia. In throat and 
nose operations, reapplications of the gas before the return of com- 
plete consciousness are justifiable if necessary, but are better avoided 
on account of the danger of deep aspiration of blood or other mat- 
ter during the violent respiration often seen during gas narcosis. 
A plan for prolonging nitrous oxide anesthesia in these cases will be 
mentioned later. 

The duration of the anzsthesia resulting from one complete ad- 
ministration of nitrous oxide is exceedingly variable, some individ- 
uals, especially children, giving a very short narcosis and almost 
any operation will be unsatisfactory in this type of patient. Chil- 
dren are also prone to asphyxial jactitations under nitrous oxide and 
in this way often interfere with delicate operations. Old people 
with high tension pulse, hard arteries and a tendency toward cere- 
bral hemorrhage are more than usually endangered by the ad- 
ministration of nitrous oxide. 

The greatest contra-indication to the use of nitrous oxide is the 
presence of mechanical obstruction to respiration, producing dysp- 
nea and some degree of asphyxia. Gas or gas and oxygen may be 
safely administered in any desired position of the patient. It in- 
creases the tendency to immediate hemorrhage slightly. 

For prolonged operations, ether, which has a mortality of one 
in about 15,000 administrations, is unquestionably the safest anzs- 
thetic and should be the choice, if not contra-indicated by certain 
unusual conditions, such as acute bronchitis or pneumonia, acute 
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nephritis or marked respiratory obstruction. Chloroform is usually 
safer under these circumstances. 

Whenever possible ether should be preceded by nitrous oxide, 
which adds greatly to the comfort of the administration, avoids the 
stage of excitement of ether, shortens the period of inhalation and 
indirectly lessens the after-effects of ether. It adds no element 
of danger unless abused, but probably actually lessens the risk of 
ether through the avoidance of the stage of rigidity, struggling and 
excitement. A very particular value of ether in operations about 
the upper air passages is the possibility of safely obtaining long 
periods of anesthesia after removal of the inhaler by previously 
pushing the anzsthetic to a point of deep narcosis. 

Ether is safely administered in any desired position. It increases 
the tendency to immediate bleeding moderately. 

Chloroform, pure or diluted, as in the A. C. E. and other mixtures, 
has an important place in operations about the upper air passages. 
Its general mortality, according to statistics, is about one death in 
2,500 administrations, but in operations in this region it is probably 
considerably more dangerous than that. The reason for the in- 
creased mortality of chloroform in this branch of surgery is com- 
plex, but in my opinion is due almost entirely to the following 
factors : 

1. Unusual position, of which the sitting is most dangerous. 

2. Interference with respiration, common during very many op- 
erations in this region and proven to be a very dangerous matter 
under chloroform. 

3. Sudden hemorrhage, usual in many throat and nose opera- 
tions and very easily inducing syncope under chloroform. 

I regret that the limitations of this paper will not permit me to 
dwell on this most interesting question of the excessive mortality of 
chloroform in this class of cases. 

Owing to its freedom from irritating and stimulating effects and 
because of the low percentage of its vapor that it is necessary to 
mix with the respired air, chloroform is remarkably free from those 
special dangers of ether and nitrous oxide in cases presenting acute 
respiratory obstruction or a tendency to that condition on account 
of diseased structures interfering with inspiration or expiration, also 
in acute inflammatory conditions of the lungs and kidneys. An- 
other advantage of chloroform in this class of operative work is the 
ease with which its administration may be continued during pro- 
longed operations without interfering with manipulations in the 
air passages. For this purpose it may be administered from a 
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Junker apparatus or by means of a small piece of gauze, cotton or 
sponge held close to the nose or mouth. 

3y the avoidance, as far as possible, of the dangerous factors 
above referred to, and particularly by preceding chloroform by a 
complete administration of ether (with or without gas), chloroform 
may be employed with reasonable safety. 

The Administration of the Anesthetic—When nitrous oxide 
or nitrous oxide and oxygen is used for operations in the nose or 
mouth, the speculum, gag or mouth prop should be placed before 
the administration, so that the operation may begin as soon as the 
face piece is removed. In children and in nervous patients it jis 
sometimes desirable to give gas to a moderate degree, then place 
the speculum or gag, and afterwards complete the administration. 
Several plans have been devised for prolonging the administration of 
gas during these operations by means of tubes passed into the mouth 
or nose and continuing a stream of gas after the inhaler has been 
removed. Considerable success has attended this plan, especially in 
dental cases. 

If ether is the anesthetic, repeated inhalations, each carried to 
a degree of deep narcosis, prove very satisfactory and safe for pro- 
longed operations within the mouth and nose. The periods of 
anesthesia may be lengthened by the same plan as that just re- 
ferred to in speaking of nitrous oxide. 

If chloroform is the anzsthetic chosen, it should be preceded by 
ether or gas and ether if possible, and it may be continued by 
means of a Junker inhaler connected with a nasal or oral tube with 
great success when required. 

I will now consider in a brief manner some of the details relative 
to the anesthesia in particular operations in this region. 

The removal of tonsils and adenoids may be satisfactorily accom- 
plished under nitrous oxide if it can be done in about thirty sec- 
onds, or under gas and oxygen, if in forty to sixty seconds. There 
will be occasional failures to complete the operation before the re- 
turn of consciousness on account of the unusuaily short periods 
of narcosis in certain individuals, especially children. The gag or 
mouth prop should be placed before completion of the narcosis, as 
already described. Ether or gas and ether is undoubtedly the best 
anesthetic for these cases. It may be administered in any posi- 
tion, a narcosis of sufficient duration may be had in most cases 
for the completion of the operation and whenever it is desirable to 
repeat the dose it may always be done before the return of con- 
sciousness. The patient is stimulated and not liable to syncope as 
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under chloroform in these operations. The after-effects are as a 
rule slight, moderate sickness being rather an advantage than other- 
wise, in freeing the stomach from blood and other matter. 

The slow recovery of consciousness as compared with nitrous 
oxide is in my opinion a great advantage, in sparing the patient the 
distressing sight and sensations which must accompany the first 
moments after the removal of tonsils and adenoids. Ether increases 
the tendency to immediate hemorrhage in all operations. Chloroform 
is a dangerous anesthetic in these cases, but will occasionally be the 
choice on account of other factors. It should be used sparingly, a 
light narcosis should suffice, the head should be kept low and res- 
piration interfered with as little as possible. Chloroform lessens 
the tendency to immediate bleeding, but rather increases the ten- 
dency to secondary hemorrhage. I am not prepared to say that 
any one of the various positions employed by different operators for 
these cases is better than the others, and I believe the position makes 
little difference in the outcome of the operation if the principles of 
drainage of the blood from the throat, mouth and nose are well car- 
ried out. In certain prolonged operations on the tonsils, however, 
I believe the lateral position, the body and head being on the side, 
to be decidedly better than any other, as drainage is very good in 
this position. 

Many operators hold opposite views regarding the depth of an- 
zsthesia most suitable for these cases. Some prefer light, others deep 
narcosis. My preference is for full anesthesia if ether is used, as 
I believe we can protect the lower air passages from the entrance of 
foreign material much better in these cases when deeply narcotized 
than when half under. In the latter state the struggling and vio- 
lent efforts to breathe more than offset the doubtful protection of 
sluggish reflexes. 

Other short operations in this location are best conducted on 
similar lines. 

For paracentesis, nitrous oxide is usually sufficient and satis- 
factory, occasionally, however, a patient will show an unusual ten- 
dency to twitching movements and these may interfere with the op- 
eration. 

For the more prolonged operations involving more or less con- 
flict between the work of the surgeon and the anesthetist such as 
antrum or sinus cases, the removal of nasal growths, etc., there 
are two plans for conducting general anesthesia. In one the ad- 
ministration of the anzsthetic is interrupted by periods of operat- 
ing. In the other the administration is continuous, being started 
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in the usual way and maintained by means of chloroform from a 
Junker apparatus, the vapor being conveyed through a tube, which 
may be passed into the mouth or nose. It is best in these cases to 
keep up a light narcosis, permitting a moderate degree of coughing 
and swallowing. If the patient can be placed in the complete lateral 
position, good drainage from the mouth and nose will be secured. 

Protection of the lower air passages from the entrance of for- 
eign matter is one of the most important factors in operations in- 
volving the upper air passages. When a preliminary tracheotomy 
is performed, as in many operations upon the tongue, jaws, pharynx 
and larynx, it is an easy matter to prevent this by packing the 
pharynx or the trachea above the tube, but in ordinary cases without’ 
tracheotomy, danger from this source is fairly well prevented by 
efficient swabbing of the throat during the operation, by the plac- 
ing of pads to receive matter passing toward the lungs, by the 
position of the patient and by a degree of narcosis in which the pa- 
tient protects himself by coughing and swallowing. 

In closing, I wish to call your attention to a splendid method 
which provides at once for the giving of the anzsthetic in an out of 
the way manner, for most complete protection of the lower air pas- 
sages and for free and unobstructed respiration. I am indebted to 
Dr. George W. Crile, of Cleveland, Ohio, for this plan, and I have 
had several opportunities of verifying his assurance of its efficiency. 
The patient being fully anzsthetized in the usual manner, rather 
heavy walled rubber tubes of as large diameter as possible are 
passed through the nostrils to a point in the pharynx opposite the top 
of the larynx, whereupon respiration will take place through the 
tubes. The mouth is now opened, the tongue pulled well forward 
and the space thus formed at the back of the pharynx is packed 
tightly with gauze, so as to completely shut off communication be- 
tween the mouth and nose and the larynx. The free portions of the 
tubes are carried up over the forehead, the ends covered with gauze, 
upon which ether or chloroform may be dropped to continue the nar- 
cosis. In the cases in which I have availed myself of this plan the 
results have been satisfactory in every way. The protection of the 
lower air passages has been absolute, the respiration has been nor- 
mal and the narcosis perfect. This method should be of service in 
antrum and frontal sinus cases. It can be carried out with one tube 
only if one of large calibre can be passed, thus leaving the other nos- 
tril free for exploration, which is desirable in some of these cases. 


1% West 90th Street. 



































MEMBRANOUS AND ULCERATIVE PHARYNGITIS OF 
STREPTOCOCCIC ORIGIN.* 
BY S. L. LEDBETTER, M. D., BIRMINGHAM, ALA. 

I have thought for some time that I would write a paper on this 
subject, but not having been able to get cultures in a large percent- 
age of cases seen and the data being so incomplete, I hardly felt 
justified in doing so. I will report a case illustrating a type of the 
trouble under discussion. 

A few weeks ago I was called in consultation with a friend of 
mine, the attending physician, to see a child two years old, suffering 
from dyspnoea and severe throat affection, which was supposed to 
be diphtheritic. This was the third or fourth day of the trouble. 
The father and mother had been suffering from severe throat affec- 
tions but had not developed any membrane. I examined the father’s 
throat carefully. There was at that time nothing visible except the 
general redness of the pharynx—with slight swelling of tonsils and 
glands. A few days later he came to my office with what appeared 
to be peritonsillar abscess, but under treatment the trouble subsided 
without suppurating. 

Examining the baby I found a heavy grayish deposit, covering 
both tonsils, and extending on to the back wall of the pharynx up 
behind the soft palate. On wiping away the deposit a necrotic sur- 
face was exposed. The nostrils seemed to be almost entirely oc- 
cluded, submaxillary glands very much swollen, child restless, un- 
able to nurse or swallow any considerable amount of liquids of any 
kind; drowsy but only able to sleep for a few moments at a time. 
No laryngeal obstruction, but breathing was hard and irregular, 
something like the breathing of a patient under chloroform when 
the tongue drops back into the pharynx, making three or four in- 
effectual attempts at inspiration when the child would rouse up, open 
his mouth, and take in a few good full inspirations. Then there 
would be a repetition of the same conditions. The pulse was small 
and weak; color bad. He was evidently being rapidly poisoned by 
carbonic acid gas and the streptococcus infection. 

A culture had been taken the day before by a very competent 
bacteriologist and only cocci were found, staphylococci and strepto- 
cocci, so the attending physician informed the family that diph- 
theria had been eliminated and that he felt very much more com- 

* Read at the meeting of the Southern Section of the American Laryngological, Rhinological and 


Otological Society, Atlanta, Ga., January 24, 1903. 
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LEDBETTER : 


fortable over it. 
going to lose your patient, and think you had better tell the fam- 
ily that the condition is critical, so as to let them down a bit easy, 
in case the child should die. “Oh, I think,” 
come out all right; however, this afternoon when you go back to 
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In leaving, I said, Doctor, I am afraid you are 


said he, “‘that it will 


treat the throat, you might say to them, that the condition is such 


that the result is yet doubtful.” I had made an application of 


iodine and carbolic acid to the necrotic surfaces and was to go back 


at 5 p. m. to repeat the application. 


When I made my second visit 


the symptoms were so much aggravated that I told the father that 


the condition was much worse and the situation critical. 


I tried to 


communicate with the attending physician, but could not catch him. 


The child died about 8 o’clock of the same day. 


In this case the nasal obstruction was a large factor in causing 


death. The nasal obstruction and pharyngeal swelling making diffi- 


cult breathing. 


I have seen at intervals a number of cases similar to 


this one; some in which the most distressing features seemed to be 


the dyspnoea, others in which death was due to the profound in- 


toxication. I have seen the lips, tongue, pharynx and nasal sur- 


faces covered with dark bloody crusts. 


which were formerly classed as true diphtheria. 


The chief characteristic of 
these cases is the large percentage of fatalities. These are the cases 


The differential 


diagnosis being between diphtheria, membranous croup and tonsil- 


litis. 


All necrotic and gangrenous sore throats with extensive swelling 


of the glands of the neck, and all cases of profound intoxication 


were called diphtheria, while many of the milder cases with small 


deposits on the tonsils were called tonsillitis. 


I have seen a num- 


ber of cases of paralysis of pharyngeal muscles, of eye muscles and 


even cases of general paralysis following attacks of so-called ton- 


sillitis, while all cases beginning in the larynx confined to the 
larynx were called membranous croup. These are the cases with low 


temperature and no glandular enlargement. 


The point I wish to 


emphasize is, that if the Klebs-Loeffler bacillus be the cause of diph- 
theria, then a large percentage of the cases which were once classed 
as diphtheria of the most malignant type, are not diphtheria at all, 


but an infection from cocci. 


In all of these cases there seems to be 
absolutely no relief to be gotten from antitoxin. 


Of course we have cases of mixed infection, beginning perhaps 


as diphtheria, with a later invasion of the streptococcus. 


On this 


account and because it is frequently impossible’ to get a prompt bac- 


teriologic examination, it is advisable to administer antitoxin in 
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all cases of doubtful appearance. I make it a rule to give anti- 
toxin first, then get a culture, if possible, later. 

My experience in these cases loses much: of its value because of 
the conditions attending them. They have all been consultation cases 
and usually hurry calls, frequently out of town. In the majority of 
them it was impossible to get a culture unless I had taken the pre- 
caution to carry a culture tube with me, which I have not been in 
the habit of doing. I believe I have rarely seen one of these cases 
more than once, as they generally prove fatal, and very rapidly so. 
Several have died while I was still in the house. In nearly all, the 
breathing was considerably labored from pharyngeal and nasal ob- 
struction. In a few instances I have introduced an O’Dwyer tube 
without benefit. I soon learned that they were not cases for intuba- 
tion. I have urged in some, the doing a tracheotomy, but I think 
the cases are few in which a tracheotomy would do good. I did 
a tracheotomy on one occasion where the disease extended into the 
trachea. The swelling in the neck from infection of the wound was 
something terrific. The child died, of course. 

I am sorry that my examinations have not been more scientifically 
conducted. As it is, many of the cases cannot be properly classed. 

3ut the point made still holds, that, whether the Klebs bacillus does 

or does not exist, the presence of a violent streptococcus infection is 
a very serious condition in which the usual methods of treatment 
are of but little consequence. 





Clinical Experiences with the Suprarenal Gland and its Various 
Preparations—C. G. FrLttows—The Clinique. December, 
1902. 

One of its great uses is as a means of diagnosis, owing to its 
ischaemic action. It augments and prolongs the anesthetic effect of 
cocaine. It helps to abort certain forms of inflammations. In opera- 
tive work either in the eye, ear, nose or throat it gives us a field 
entirely free, or almost so, from hemorrhage. Although secondary 
hemorrhages are said to occur more frequently following its use, it 
has not been so in the author’s experience. 

As a local styptic it seems to act promptly where other remedies 
fail. 

As to its effects in hay fever, he is not as yet ready to report. 
STEIN. 
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ACUTE LARYNGITIS OF SINGERS; ITS ABORTIVE TREAT- 
MENT.* 
BY H. HOLBROOK CURTIS, M. D., NEW YORK. 

Acute laryngitis may occur from traumatic or constitutional 
causes. Traumatic laryngitis is non bacterial. Constitutional laryn- 
gitis is either due to bacterial infection, or arises from altered inner- 
vation. From whichever cause, the acute laryngitis of singers 
or public speakers, is of especial interest to the laryngologist, who 
is generally expected to do nothing short of a miracle for the relief 
of his patient. Traumatic laryngitis may be illustrated as occur- 
ring after vomiting, singing with faulty method, spasm of the 
glottis, cough, strangulation, etc. We must differentiate between 
an extravasation and a severe congestion. The picture is familiar 
to most of us, that of the deep purple red color of one cord, the re- 
sult of rupture of a blood vessel in the submucosa. I have on two 
occasions known a singer to become aphonic from such an extravasa- 
tion, the result of vomiting previous to or during a performance. 
It has occurred in my office, after a patient had a spasm of the 
glottis, the result of a spray application inadvertantly inhaled, and 
once as the result of a violent attack of coughing. This condition 
has been called hemorrhagic infarction. It is unilateral. Never 
is this extreme blood red cord imitated by a congestion from any 
other cause. Aphonia from this condition is unaccompanied by pain 
and there is no lack of motility of the cords, a constant occurrence in 
acute laryngitis. Another phase of inflammation of the cords is a 
bilateral congestion due to bad attack in singing, as from the abuse 
of the coup de glotte of the French nomenclature. Here we find the 
free edges of the cords red and slightly swollen in the middle third, 
or the entire cord affected—the so-called soda water bottle cords. 
This occurs independent of redness of the surrounding tissues, the 
result of mechanical interference, as from forcing the voice, singing 
or speaking during bodily exhaustion, etc. The condition described 
may, if not arrested, become chronic and go on to the formation of 
singers nodules. 

The most usual cases, however, of acute laryngeal inflammation 
which we are called upon to relieve, are of nervous origin, cases 
in which we observe a mal-co-ordination of the intrinsic muscles 
due to perverted inhibitory function, or paresis of the motor nerves. 


* Read at the meeting of the Eastern Section of the American Laryngolpgical, Rhinological and 
Otological Society, Boston, Mass., February 14, 1903. 
271 














































272 CURTIS: ACUTE LARYNGITIS OF SINGERS. 


These cases are nearly always accompanied by a congestion of the 
larynx. It is hardly necessary to go into the subject of constitu- 
tional laryngitis other than to note the sudden extinction of voice 
due to colds, influenza and la grippe, and to refer to the laryngitis 
due to shock or grief. We might call attention to that which comes 
on very suddenly as the result of breathing hot vitiated air in a 
crowded reception. So many things cause laryngitis that it would 
take more time to elaborate the etiology than the demand on your 
patience would justify. I have observed a case in which a change of 
language from French to German caused a laryngitis with inter- 
stitial changes to occur after a single operatic representation, the 
typical singers nodules being well defined. 

It is essential in estimating an acute affection of the larynx to 
observe the shape of the glottic chink. Adduction is brought about 
by the crico arytenoidei laterales, supplemented by the arytenoideus, 
and we know that if adduction is impossible both these muscles 
are affected; but if the cords approximate anteriorly and the trian- 
gular chink remains between the posterior thirds, then, only the 
arytenoideus is affected by a paresis, or paralysis, as the case may 
be. A unilateral adductor paralysis should at once lead us to a 
guarded prognosis. Always see if further adduction takes place in 
deep inspiration, viz.: find out by this if paralysis is complete. A 
bilateral adductor paralysis is generally functional in origin, due 
to hysteria or reflex causes, but in almost all the laryngeal inflamma- 
tions we note a paresis of the adductors of slight degree. 

If we on the contrary observe an abductor paresis, we have to do 
with an affection of the crico-arytenoidei postici muscles. This 
is frequently due to pressure on the recurrent nerves from enlarged 
bronchial glands or, disturbance of the vagus. This condition is 
often produced by a simple cold. 

By far the most common of the pareses accompanying a laryngitis, 
especially among singers, is the paresis of the thyro-arytenoid 
internus and externus muscles. We are all so familiar with this pic- 
ture of the elliptical chink of the glottis caused by a paresis of the 
internal thyro-arytenoid that I need not dwell upon the description. 
Two other pictures of less frequent occurrence deserve mention; 
one is where the cords, though they approximate, are deflected pos- 
teriorly to right or left, due to an adductor paresis of one cord and 
compensatory adduction of the other cord to meet it, the arytenoid 
apices slightly overlapping. The other condition to which I wish to 
call attention is the double ellipse, caused by combined paresis of 
the arytenoideus and the external thyro-arytenoidei muscles. 
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It is astonishing in voice users how invariably a slight paresis 
accompanies almost every acute affection of the larynx, which we 
are wont to call a laryngitis. On this account it did not seem that 
a brief review of the pictures were out of place in this sketch. 

With this short summary of the etiology I will go on to state 
what may be expected from treatment. The patient almost always 
presents himself struggling to speak in a loud tone with a very 
husky voice. The sine qua non of treatment we must at once ex- 
act viz.: absolute silence, or a tone whispered upon the lips with 
no laryngeal quality in the voice. This must be enjoined until the 
sound, written humph, may be made without effort through the 
nose, the mouth being closed. Then we commence vocal exercises, 
using words like ming, mong, ding, dong, maw, mow, etc., as an 
adjunct to treatment; for at that moment we know the thyro-aryte- 
noids and other affected muscles have lost their paresis, if it existed, 
and have regained their tonicity. The instant innervation is re-es- 
tablished, then we may commence muscular exercises to over- 
come the slight infiltration which is present. Internally from the 
first we exhibit strychnia, and apply static or farradic electricity 
along the course of the recurrent laryngeal nerves. Of greatest 
value in this stage is the use of adrenalin chloride solution sprayed 
into the larynx, before doing the tone exercises. 

While we are carefully exercising the sluggish intrinsic muscles 
by using with the nasal attack, words beginning with the labial con- 
sonants, as exemplified by humming the word ming, it is well to 
alternate the work by giving a massage to either side of the trachea 
and thyroid as well as under the ramus and angle of the jaw. The 
latter is performed by standing in front of the patient, separating the 
first and second fingers, applying them over the region of the in- 
ferior maxillary glands and making rapid backward and forward 
movements, pressure being directed upward and inward. The 
trachea and laryngeal massage is done upward and downward with 
the thumb and two fingers. A cold pack is then applied to the 
throat and the pyriform sinuses are swabbed with tincture of iodine 
and glycerine in equal portions, to stimulate the nerves and produce 
a counter irritation without the vocal larynx. This method of 
procedure will quickly abort a commencing laryngitis. Of course 
attention must be paid to nutrition and elimination, and the respired 
air must be cool and pure. After a laryngitis has been relieved 
in this manner a spray of adrenalin (sol. 1-1000) diluted with four 
volumes of water, should be used during a performance, alternated 

with an inhalation of menthol in albolene (5 to 10 grs. to the 
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ounce), or an inhalation of iodoform in ether. I have saved many 
a performance by using this method and consider it the simplest and 
best. 

There is quite a knack in knowing just when to begin the vocal 
exercises, for on them depends the rapid cure. If we allow nature 
to overcome the hyperemia, by the process of diapedesis and re- 
sorption, we must admonish rest and patience. The treatment out- 
lined above is only attempted when demanded by the special emer- 
gency of the individual case, but it is success in these emergencies 
which shows the master hand and lends most to our reputation. 


Can Hypertrophic Rhinitis be Cured by Other Than Surgical 
Measures?—Jacos E. Scuanprr, St. Paul, Minn. International 
Medical Magazine. February, 1903. 

After a very intelligent exposition of some of the chief symptoms 
and the pathological conditions characterizing this disease, the author 
immediately disposes of the question that furnishes the text of his 
paper, by answering with an emphatic “No.” He says, “there is but 
one method by which hypertrophic rhinitis can be cured, and this is 
surgical intervention.” 

The different methods of surgical procedure are classified as; the 
acid caustic; the electro-cautery, and the radical method. 

Of the acid caustics, the author holds that chromic acid is the 
remedy par excellence, but is pregnant with the best results when 
used only in the intumescent variety of chronic rhinitis. 

For that variety of enlargement resulting in dense connective 
tissue alterations the electro-cautery is the remedy offered preferable 
to that of chromic acid. 

A linear incision into the growth down to the periosteum of the 
bone is recommended. Nor more than one hypertrophy at a time 
should be operated. An interval of from two to four weeks should 
elapse between operations. A flat-bladed cautery should never be 
used. 

The cold wire snare is the instrument offered as the best one for 
removing the papillary variety of hypertrophy and also in those 
cases of smooth hypertrophy not amenable to the clectro-cautery. 

The nasal scissors is mentioned as used by some operators. Both 
the hot wire snare and the spokeshave are spoken of only to be con- 
demned. STEIN. 
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REPORT OF A CASE OF PARALYSIS OF BOTH INTERNAL 
THYRO-ARYTENOID MUSCLES.* 


BY W. G. B. HARLAND, M. D., PHILADELPHIA, PA. 


Instructor in Laryngology, University of Rennsylvania; Surgeon to Ear, Nose and Throat Dispensary, 
Presbyterian Hospital. 

Annie M., a dispensary patient, aged 26, was referred to me by 
Dr. J. E. Talley on Nov. 17, 1902. She had suffered considerable’ 
loss of voice, following a severe cold, three weeks before, and when 
I saw her she could not speak above a whisper. Two years ago 
she had a similar attack, lasting one month, which she ascribed to 
excessive coughing. The patient seemed an easy-going, healthy 
woman, and although anxious about her voice, was not morbidly 
so. She answered questions frankly and apparentiy carried out the 
directions that were given her. On examination the cords were 
found reddened somewhat, and during phonation they failed to come 
closely together, being flabby and loose. The inter-arytenoid mus- 
cle acted well and the arytenoid bodies turned so that the vocal 
processes plainly touched each other, showing that the lateral crico- 
arytenoids were also intact. Both cords were relaxed from the vocal 
processes forward and left between them an oval chink in every way 
characteristic of bilateral internal thyro-arytenoid paralysis. The 
patient had some hypertrophic rhinitis and there was a tendency 
toward papillomatous tumors on the tongue. There was no local 
pain nor any interference with respiration. Temperature 98.2°, 
pulse 69. A provisional diagnosis of local neuritis or possible sub- 
glottic growth was made at that time. Careful physical examina- 
tion by Dr. Talley failed to reveal anything besides some minor 
eye and uterine symptoms. Dr. McReynolds examined the uterus 
and found the os open and other evidences of a former pregnancy, 
te was inclined to think the woman syphilitic. The case was seen 
by my colleagues at the University and all agreed that the internal 
thyro-arytenoids alone were paralyzed. For a day or so the pa- 
tient complained of frontal headache, but had no other cerebral 
symptoms, there was no ataxia, the patient’s station was fair, the 
knee jerks were, however, less than normal. Her pupils reacted to 
light and distance. 


* Read before the Section on Otology and Laryngology of the College of Physicians of Philadel- 
phia, March 18, 1903. . 








276 HARLAND: PARALYSIS OF THYRO-ARYTENOID MUSCLES, 
































The nose and pharynx received the ordinary routine treatment 
two or three times a week. A variety of applications to the larynx 
were tried, protargol 5%, zinc sulphate 2%, alum 2%, and at other 
times iodoform and bismuth powder, and zinc sulphate with starch 
were dusted in—none of these produced any effect, good or bad. 
The electric current applied to the larynx outside seemed to make the 
condition worse. The patient was placed at first on ammonium 
iodide 10 gr., three times a day and as this was not well borne, the 
yellow iodide of mercury, 1-24 gr., after meals, was given instead, 
with strychnin sulph. 1-40 gr., four times a day. About Dec. 16th 
these were changed to bichloride of mercury, 1-48 gr., potass. iodid 
10 gr., three times a day, which was taken without trouble until 
January 2, 1903. Then the proportion of iodide was increased to 
15 gr. to the dose, and this was taken until January 5th, when the 
patient stopped it because it disagreed with her. No medicine was 
taken from the 5th to the 10th, and no applications were made. 
On January 10th, following the advice of a friend, she began to 
take a well known expectorant f3ii twice daily; within 48 hours she 
could speak fairly well and when I saw her on January 14th her 
voice sounded natural. February 18th she told me her voice had 
entirely recovered. Although the cords did not then come together 
in an entirely normal way her voice was nevertheless good. 

The case was not an extraordinary one, except for the unex- 
pected and rather humiliating way in which it ended. Undoubtedly 
it was one of the so-called functional cases dependent really upon 
local inflammation, possibly with a syphilitic basis. The treatment 
used was the one recommended in all the books consulted. It is 
probable the patient had either reached the end of the disease at 
the time she began to take the expectorant and would have gotten 
her voice back without it, or some sedative in the medicine cured 
her by subduing an irritation that by reflex action was causing the 
paralysis. It would seem worth while to try a sedative line of treat- 
ment in persistent cases of this kind. 
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THE TREATMENT OF ACUTE MASTOIDITIS AND ITS IN- 
FLUENCE UPON AUDITION.* 


BY JAMES FRANCIS McCAW, M. D., WATERTOWN, N. Y. 


Oculist, Aurist and Laryngologist to the City Hospital and Jefferson County Orphan Asylum; 
Member of American Laryngological, Rhinological and Otological Society ; 
Jefferson County Medical Society, etc. 


In presenting this paper to the Society, I desire to say that it is 
based upon a personal experience, for in reviewing the literature of 
acute mastoiditis I have failed to find any reference to this phase 
of the subject. 

In order to determine the comparative value of different methods 
of treatment directed to the middle ear and mastoid region and 
their influence upon hearing, an-accurate conclusion can only be 
reached by means of careful and comprehensive study of a large 
number of cases. With this end in view and at the expenditure of 
much time a thorough search has been made of the record of cases 
which have come under my care, in which there was present an acute 
tympano-mastoiditis. All cases have been included whether opera- 
tive or otherwise. 

I will state in the beginning—as it has a direct bearing on the 
subject—that it is accepted that mastoid complications following 
the acute infectious or contagious diseases is consequent upon tym- 
panic infection. 

In this communication there is no pretense to originality, but simply 
an attempt to call attention to a phase of this subject which has been 
sadly neglected, and emphasize its importance in relation to hear- 
ing; to show that these cases, especially those following influenza, 
can be separated into two distinct types: The one in which early 
operative interference is almost always demanded if the greatest 
amount of hearing is preserved, and the other in which interference 
may be safely delayed, and reliance placed upon abortive measures, 
with the assurance not only of the preservation of hearing, but that 
the integrity of the parts will be maintained and a reasonably cer- 
tain prognosis of recovery. It becomes a matter of considerable 
moment then, to study these cases carefully that we may not subject 
a patient to an unnecessary operation, and on the other hand, not 
persevere in abortive measures beyond the border line of safety; 
but in our method of treatment the patient’s interest must, at all 





* Read before the Southern Section of the American Laryngological, Rhinological and Otological 
Society at Atlanta, Ga., January 24, 1903. 
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times, be subserved, both in regard to audition and the virulence 
of the infection, and the necessity for operative interference de- 
termined at the earliest possible period. 

The appended report of cases, while not large, shows very clearly 
that the period of the diseases at which appropriate treatment is 
applied, and to a less extent, the method of after treatment in oper- 
ative cases influence to a certain extent the function of audition. 
This report will show also the great preponderance of cases fol- 
lowing influenza, which was responsible for about 78 per cent of all 
cases seen. For a number of years I have noticed the great influ- 
ence of la grippe as a factor in mastoid disease and its unusually 
virulent nature. The writer called attention to this in 1900 and 
again in a paper read before the Eastern Section of this Society 
in 1901, in which was said that la grippe infection was responsible 
for more cases of acute suppurative mastoiditis than scarlatina, 
measles and diphtheria. Time has served only to strengthen this 
view, and I believe that today it is the most potent influence in the 
causation of acute mastoiditis. 

Cases following this particular infection can be separated into 
two distinct types—the hemorrhagic and the suppurative—which is 
of the greatest importance in determining treatment in the early 
stage and its influence on the preservation of hearing. The hemor- 
rhagic variety we find coming on more often during the attack, the 
patient complains of sudden severe pain in one ear, which may be 
followed in a few hours by a slight blood tinged serous discharge 
and some mastoid tenderness. Examination shows the membrana 
tympani intensely congested with small hemorrhagic areas over its 
surface, giving it the appearance of marked bulging. This hemor- 
rhagic condition will sometimes extend well along the cutaneous cov- 
ering of the bony canal and sagging will appear pronounced in some 
cases. In the writer’s opinion we have to deal with the same con- 
dition in the mastoid antrum and possibly the cells, that we find in 
the middle ear. Perez in his experiments with Pfeiffer’s bacillus to 
determine the influence of virulent cultures upon traumatism, 
reaches the conclusion that it does not cause infection, but an in- 
toxication and its pathogenicity is due to a toxin. This would 
seem to give an explanation of the type of cases under discussion and 
a reason for their responding so favorably to abortive measures of 
treatment. This same intensely congested condition with small 
hemorrhagic areas in the mucous membrane of the pharynx has 
been noted by many observers. My best results in these cases, both 
as to recovery from the disease and subsequent restoration of func- 
tion, has been obtained by rest in bed, free catharsis, leeching in front 
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of the tragus and over the mastoid and hot douching of the canal 
every two hours. J would like to emphasize the fact that I do not here 
incise the membrane. This is particularly important when we con- 
sider that any operation upon the middle ear regardless of its sim- 
plicity or the dexterity of the operator, carries with it a certain 

menace to the function of audition. The incision in non-suppura- 
" tive cases opens up a gateway for infection of a membrane which is 
very susceptible and ready to take on a much more virulent process 
from a mixed infection. In all aborted cases, with three excep- 
tions, which followed measles and acute coryza where the membrana 
tympani was freely incised, and the ice bag applied, the above line of 
treatment was carried out with most gratifying results. Every case, 
ten in all, recovered without operation and with normal hearing. 
I would like to be thoroughly understood as advocating this 
method of treatment only in the hemorrhagic variety of acute otitis 
media with mastoid symptoms following influenza, for the same 
reliance cannot be placed upon it in any other form of the disease. 

The appended report will show that in all cases coming to opera- 
tion the earlier we attack them the better, will be the functional 
result. It is not difficult to understand the reason for this. We 
know that a suppurative process is a destructive one, the extent 
of the disintegration being measured usually by the period of the dis- 
ease, and to a greater degree by the nature and virulence of the 
infecting agent. Where we have such a process within the middle 
ear the tendency is to disturb the relation of the delicate structures 
by weakening the ligamentous attachments, the formation of cica- 
tricial tissue or bands of adhesion and finally by necrosis or caries 
of the ossicula, any or all of which may readily interfere with the 
function of the organ. 

To prolong abortive measures in such cases not only jeopardizes 
the function of audition but is a menace to the life of the patient. 
It has been the rule of the writer to attack all cases radically at 
the earliest possible moment, for in the end this has been proven to 
be the most conservative plan of treatment. According to the sta- 
tistics presented in this paper those cases operated upon during 
the first week of the disease gave the highest percentage of preser- 
vation of function; 7214 per cent recovered with normal hearing, 
severe deafness in none; of those operated upon during the second 
week, 60 per cent recovered with normal hearing, 13% per cent 
with severe deafness. During the third week 1624 per cent recov- 
ered with normal hearing, 50 per cent with severe deafness and one 
death from meningitis. It is very interesting to note the increase 
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in the percentage of severe deafness and the diminishing percentage 
of recoveries to normal hearing, as the duration of the disease in- 
creases. This the writer considers a very strong argument in favor 

of early radical operative interference in all cases of acute suppura- 

tive tympano mastoiditis. 

This statement should be given emphasis in those cases compli- 
cating influenza. It is a well recognized fact that cases of mixed 
infection give the largest percentage of operative cases, also the 
most virulent and rapidly destructive processes. 

There is abundant convincing clinical evidence that such a com- 
bination of influences is at work in tympano-mastoiditis complicat- 
ing influenza and the virulence of each thereby increased. It is 
therefore of the greatest importance to attack these cases early before 
the function of the organ has been damaged or before the process has 
extended beyond the border line of safety. The operation per se, 
is practically devoid of danger in the hands of an ordinarily skillful 
operator and aside from the cosmetic effect, no valid objection can 
be offered against it. 

In the post operative treatment of my cases two methods have 
been followed, viz.: Irrigation with packing and the dry method. 
In my earlier operative work on the mastoid the wound at 
each subsequent dressing, together with the auditory canal, 
was thoroughly irrigated with bichloride, 1-5000, and_ the 
wound finally packed with iodoform gauze. Latterly I have 
used the dry method of after treatment almost entirely. 
I first thoroughly dust the surface of the wound with 
the mixture of boracic acid and iodoform recommended by 
MacEwen, pack with iodoform gauze, and pass a strip of the same 
into the external canal. At the first dressing 48 hours later, the 
packing and wound is usually found dry, the same method is again 
used and at each subsequent dressing until the wound heals. From 
a study of the reported cases it seems to the writer that the method 
of post operative treatment does to a certain extent influence the 
functional result. The appended report shows that following irti- 
gation 50 per cent recovered with normal hearing, whereas 63 per 
cent recovered with normal hearing where the dry method was used. 
My opinion is that in constantly irrigating the middle ear we are 
producing a certain amount of traumatism and irritation which must 
ultimately impair the function. 

Whether or not my theory is correct the fact remains that more 
cases recover with normal hearing after the dry than after the 
method of irrigation. 
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CONCLUSIONS. 
1. Great reliance can be placed on abortive measures in the hem- 

orthagic variety of acute tympano-mastoiditis following influenza 

with a reasonably certain prognosis of normal hearing. In no other 

form of the disease can this be done. 

‘9. The period of the disease at which appropriate treatment is 

applied influences the ultimate functional result. 
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*One death from Meningitis. 


Of the first week’s cases, seven gave history of previous ear 
trouble. 

Of the second week’s cases, five gave history of previous ear 
trouble. 

Of the third week’s cases, two gave history of previous ear 
trouble. 


3. In all cases requiring operation the earlier we attack them sur- 
gically, the greater will be the amount of hearing preserved. 

4. The dry method of post operative treatment seems to influence 
the function of audition, but to a less extent than early surgical 
interference. 



















































THE QUESTION OF NASAL TREATMENT FOR THE CURE 
OF DISEASES OF THE EAR.* 


BY ALEX. W. STIRLING, M. D.; ©.M.(EDIN.); D. P. H. (LOND.), 
ATLANTA, GA. 


A suitable and timely subject, it appears to me, lies in the ques- 
tion of intranasal treatment for the relief of deafness, and in order 
to crystalize our ideas I shall bring forward a thesis, and put it 
strongly, viz.: that intranasal treatment is ineffectual for the relief 
of deafness unless such treatment is also.advisable for the sake of 
the nose itself. 

(In the term nose, in this connection, I desire to include the naso- 
pharynx.) With the same object in view I shall state also that those 
cases of deafness which are benefitted by intranasal treatment are 
due, at least to the extent of the improvement, to Eustachian ob- 
struction of one form or another. None of us is likely to advocate 
intranasal treatment for any form of external otitis, and we will 
all probably agree that operative shock or hemorrhage is much 
more likely to do harm than good in disease of the inner ear. We 
shall therefore dismiss diseases of the external ear and meatus, and 
also those of the inner ear, as they have been defined up to recent 
years. But I wish especially to retain for consideration among 
other causes of deafness what has often been called sclerosis of the 
middle ear, not because I consider it unrelated to the inner ear, 
but because so many intranasal operations have been performed with 
the idea of stopping the progress of the affection, one must suppose 
generally under the impression that it is purely a middle ear dis- 
ease, and in some way amenable to such treatment. Now, all of us 
must have frequently met with such cases in which there was little 
pathological to be seen, the drum head appearing practically nor- 
mal, and movable, with a pervious Eustachian tube. We cannot 
see the condition of the inner wall of the tympanum, and it may well 
be that sclerotic is replacing the normal tissue in the region of the 
internal foramina. I am personally inclined to agree that this dis- 
ease is mainly a slowly progressing change within the inner ear, 
and that this accounts for the poor success which up till now has 
attended the treatment of such cases. I would ask, upon what theo- 











* Read (by invitation) before the Southern Section of the American Laryngological, Rhinological 
and Otological Society, January 24, 1903. 
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ry, and upon what personal experience, can one base a practice of 
treating the nose in order to ameliorate such a condition of 
things? The only justification to my mind for such treatment is to 
be found in those cases which, to use an Irishism, are not such cases 
at all, but in which there is also some middle ear affection, which has 
arisen by way of the Eustachian tube, that is, mixed cases, and these 
need not be considered separately, for any intranasal treatment would 
be that for the disease which complicates the sclerosis. At the 
same time while this is true, it is well to bear in mind that cases 
seem to have been not infrequent in which the hemorrhage or the 
excitement frequently associated with operative measures has had 
a deleterious effect upon the hearing of the patients affected with 
sclerosis. 


When we come to inflammatory states of the middle ear with the 
various changes in its tissue resulting therefrom, we find ourselves 
facing a somewhat different problem. When such cases originate 
in the nose, and I think they usually do, what are the actual causes 
and what are the steps by which they become developed and con- 
firmed ? 


‘According to some eminent men the affection of the ear is always 


due to a previous affection of the Eustachian tube, a continuity of 
inflammation; or an easily understandable congestion of the tym- 
panum due to a rarity of air within it, secondary to interference 
with its ventilation; or to a combination of the two. According 
to others equally eminent, a middle ear catarrh may result from a 
negative pressure caused by obstructions.in the nose or naso- 
pharynx or even in one nostril and acting through an open Eusta- 
chian tube. 

Between these eminent men I am not going to pretend to decide 
and I shall merely state my belief that the negative pressure theory 
is still far from being proven in spite of the experiments of Dr. 
Scanes Spicer, who by means of pressure showed that 
under the circumstances in which he worked the _pres- 
sure within the nose varies greatly with a varying nasal obstruction 
and a closed mouth. Had the mouth been open, as it is apt to be in 
cases of obstructed nostrils, the tracings might have been different. 
Wordy battles have been fought over this negative pressure theory, 
but it can hardly be said they have been won. We all know that 
complete obstruction in one or both nostrils may continue for long 
with no apparent effect at all upon the hearing. I have treated a 
number of cases of atrophic rhinitis by means of plugging the nos- 
trils with gauze and I have never seen any ill effect accrue to the 
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ears. Others have recorded a similar and more extended exper- 
ience. It should be said, however, for the sake of justice that Dr, 
Scanes Spicer states that in his experiments he found that when the 
nostrils are totally obstructed there is not that varying pressure 
which accompanies a partial obstruction. And yet how often do 
we see a partial obstruction as by polypi, spurs and septal deflections 
without any affection of hearing. Do we ever find catarrhal changes 
in the middle ear with an entirely normal nose? Entirely normal 
noses are not very common, but without being able to give figures 
it strikes me that the kind of pathological and nasal changes which 
are usually associated with middle ear catarrh are found in the 
mucous membranes in contra-distinction to bony or cartilaginous 
excrescences or polypi, and that these inflammatory changes of the 
nasal mucous membrane are or have been generally present, the kind 
of nasal affections which one would naturally expect not to cease 
at the mouth of the Eustachian tubes but to be continued along them, 
We best see the sort of thing I mean in acute coryza or inflamma- 
tion of the adenoid tissue of the vault of the pharynx. Is acute 
middle ear catarrh which so frequently accompanies or follows these 
conditions due to negative pressure? It appears to me to be dis- 
tinctly due to a continuation of the affection along the Eustachian 
tubes, of which there is usually ample evidence, and in my opinion 
the chronic forms of both are connected in the same way. 

In those middle ear cases which are benefitted by nasal treatment 
in what way does the happy result come about? When we treat the 
nose we aspire to do one of two things or a combination of them: 
To remove a mechanical obstruction or to reduce a diseased pro- 
cess. The evidence so far adduced to prove that the removal of a 
mere mechanical obstruction like a spur will improve an ear case 
appears to me to be insufficient. Such a sequence of events has 
of course been recorded, but not with sufficient exactitude. For in- 
stance, we are not at all certain that the spur was not a cause of 
irritation of the opposing mucous membrane, an irritation continued 
into the ear. 

In view of the numerous cases of partial occlusion of the nostrils 
in which there is no affection of the ear we should be cautious m 
crediting the mechanical theory, because the physical laws of air 
pressure are constant, while the supposed results are very inconstant. 
On the other hand when we cure a diseased: condition such as an in- 
flamed nasal mucous membrane we remove the probable fons et 
origo of the aural affection, and at least improve a tissue directly 
continuous with and similar to that of the ear. We do not merely 
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remove a partial obstruction; we substitute a healthy for an un- 

healthy process. That may be in front of the ear in the true nasal 

mucous membrane, or it may be behind it. When a boy immediately 

after the removal of his adenoids hears the whispered voice at 

twelve feet who immediately before the operation heard a similar 

sound at only twelve inches, is that the result of the removal of a 

mechanical obstruction? I think it is due to the hemorrhage which 

depletes the walls of the Eustachian tube and perhaps of the middie 

ear. That the ear cases amenable to nasal treatment are, or have 

been, Eustachian tube cases is borne out by the observation that such 

are usually worse during a coryza or are improved by inflation of the 
middle ear, and these two points may be used as aids in giving a 
prognosis. The conclusion of the matter is that nasal treatment is 
unprofitable to the patient in cases of pure sclerosis and that in aural 

catarrh it should be limited to the removal of conditions which may 
be interfering with the recovery of the mucous membrane lying be- 
tween the nose and the tympanum. This is a very different thing 
from a pernicious attack upon every irregularity which one may be 
able to discover within the nose. Such cacoethes operandi has al- 
ready done much to bring discredit upon nasal surgery. A good 
rule is the proposition with which I started, viz.: that a nasal opera- 
tion for the sake of the ear should be one which is advisable for the 
sake of the nose. While the foregoing is for the purposes of this 
paper mainly correct, in my opinion, I would like to add that I con- 
sider that in some cases of slight adenoids situated around the ori- 
fice of the Eustachian tubes and associated with middle ear catarrh 
(I co not mean sclerosis on which no such operation will have a 
good effect) it is advisable to remove them even when there may 
be few or no symptoms referable to the naso-pharynx. Of course 
it may be asserted that there never are cases of adenoids in which 
their removal is not advisable for the sake of the present or future 
state of the respiratory tract, but into that question there is now no 
necessity to enter. There are several side issues in connection with 
the subject of this paper into which I have not gone at all, for 
instance the questions, what constitutes nasal obstruction, whether 
there are such conditions as purely subjective nasal obstructions, 
latent nasal obstruction appearing only during sleep, and so on, but 
this paper is not intended to be exhaustive in any respect, rather 
merely suggestive and I trust that by others present more light may 
be thrown than has emanated from the writer. 































SEPTAL FALLACIES. 
BY BEAMAN DOUGLASS, M. D., NEW YORK CITY. 


After a considerable experience with septal work carried out 
along lines suggested in my paper on The Cure of Deflected Nasal 
Septa, and also another entiled The Cure of Nasai Stenosis Due to 
Deflected Nasal Septum, I have found it wise to modify some of 
the views then put forth. As a result of wider experience some 
of the old beliefs are now regarded as fallacies. The first of these 
relates to the breaking of the triangular cartilage into many frag- 
ments by the septal forceps. As a result of teaching operative sur- 
gery of the nose on the cadaver, every student being allowed to do 
a septum operation, I have had occasion to examine many septa op- 
erated post mortem and have ascertained the condition of the tri- 
angular cartilage. It is my present belief that the theory that the 
forceps are used by twisting and bending in such a way-as to break 
the triangular cartilage into several fragments enclosed in a layer 
of mucous membrane is fallacious. I have not found the triangular 
cartilage broken or twisted by the forceps in any way, nor have | 
found its resiliency and_ elasticity diminished by _ the 
forceps. On the other hand, I _ have _ found _ that 
what appears to be a lessened elasticity of this cartilage 
after use of forceps has in almost every case been the result either 
of the incision through the cartilage or its separation at the anterior 
and posterior borders from the bony septum. We must remem- 
ber that in these localities the upper part of the posterior border 
of the triangular cartilage is received into a cup-shaped groove on 
the septal plate of the ethmoid bone while its lower posterior border 
fits into a Y-shaped groove in the vomer. It is this part which 
is broken when the forceps are used either by slipping the cartilage 
out of the depressions or by separating it from the bony septum. 
Thus the resiliency of the cartilage is lost. If we considered that 
the triangular cartilage is smashed into a series of minute frag- 
ments held in place by membrane, microscopic examination would 
reveal the fallacy. When sections are made of the fractured septum 
sometime after healing it is not found that there has been any at- 
tempt at the production of new cartilaginous tissue. On the other 
hand the displaced fragments of the cartilaginous plates remain sepa- 
rated and their fractured edges can readily be made out. Between 
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these fractured edges as well as in the immediate neighbor- 
hood of the new connective tissue has been formed uniting these 
fragments. Further examination of the adjoining perichondrium 
shows that it has been thickened and that this thickening extends 
into the submucous tissue of the septal mucous membrane in such 
a way that this new connective tissue is pressed out between, around 
and at a considerable distance from the broken edges so as to form 
a series of fibrous adhesions or a single large adhesion, which is 
one of the most active factors in keeping the septum displaced. 
This new fibrous tissue is the part which prevents the replacement 
of the septum and when replaced tends to reproduce the displace; 
ment and draw the septum into the displaced position. Observa- 
tions along this line have led me to the belief that the only way of 
dealing with the fibrous bands of tissue formed along the line of 
fracture is by incision, and I further believe that these incisions 
should be as few as possible and each made in such a position that 
it will divide a number of fibrous bands. It follows, then, that 
incisions intended to correct septal deflections should be made along 
the entire length of the triangular cartilage and in such direction 
as to destroy the greatest number of bands, namely horizontal to 
the nasal floor. 

Another modification which I have been forced to make in my 
septum work is that it is much better not to attempt to break the 
septum into a number of fragments since we have seen this is im- 
possible, and for another practical reason that the constant manip- 
ulation of the forceps on the septal cartilage in almost every case 
tends to strip the mucous membrane and perichondrium away and 
in some cases to bare the septum. The result of this is almost invar- 
iably depressed nutrition with necrosis and finally perforation. 

Again, following out the same belief, that it is impossible to break 
the septum in many fragments, and that the best thing to be done 
is the saparation of the triangular cartilage—I have found it better 
in dealing with this cartilage to strictly attempt this separation rather 
than depend upon it as a result of chance. 

It is a fallacy to believe that where the septal plate of the eth- 
moid participates in the deflection it may be straightened by the 
forceps. I believe that it oftener happens that the cartilage is torn 
from the ethmoid plate and the deflection of the bony septum re- 
mains. It appears to be a rather dangerous, if not impossible per- 
formance for the forceps to fracture the bony septum any distance 
over half an inch behind the articulation with the triangular car- 
tilage. What seems to happen most often is that in the correction of 
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the deflection the triangular cartilage is replaced in the median line 
while the bony septum remains in the deflected position. This is 
apt to leave a space between the cartilage and the ethmoid plate 
and union is not satisfactory. It also appears to be impossible to 
shove the septal plate of the ethmoid into the median line if it is not 
fractured. As soon as the splints which support it are removed it 
springs at once into its old position. In fact, it often does this even 
when the surgeon thinks he has corrected the bony deflection by 
fracture. 

Another fallacy in relation to the bony septum is the danger of 
setting up a meningitis. There does not seem to be a particular 
tendency to this if care is taken, that the bony septum should not be 
grasped too high up and if strict antisepsis is observed. 

The greatest fallacy in septal work is the belief that it is neces- 
sary to make many mutilating incisions, especially the crucial incis- 
ion, in the triangular cartilage. There must be good reason for be- 
lieving that many incisions in septal work is not good surgical pro- 
cedure, and particularly that cross-incisions in the septum should 
be abandoned. Many incisions in the nasal septum certainly im- 
pair its healing, and although the septum is abundantly supplied 
with blood vessels and receives nutrition from almost every direc- 
tion, it still follows that many incisions must interfere with the 
blood supply, besides giving opportunity for less perfect adaptation 
of the cut surfaces as well as more chance for septic infection. It 
is much better to make a single incision running along the line of 
greatest flexion extending throughout the entire length of the tri- 
angular cartilage in such a way as to divide it into two fragments 
than it is to make an incision following a specified model or a cross 
incision. It cannot be denied that every angle from a cross incision 
in the triangular cartilage leaves a greater tendency to perforation 
and interference with nutrition. This applies to any cross incision 
and is not restricted to the so-called crucial incision where the lines 
cross at their median points. It seems fair to state it as a positive 
fact that every angle made by an incision in the triangular cartilage 
is a dangerous point since it facilitates septic absorption, increases 
the tendency to displacement of the fragments and leaves a tendency 
to perforation. 

The incision which should be made in the triangular cartilage for 
correction of deflection should not be made according to any fixed 
rule or in any pre-determined direction, but its length, direction, 
inclination and position should be determined by the character, ex- 


tent and location of the principal line of deflection. This may not 
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seem very clear at once, but will be more easily appreciated if a 
few examples are given. 

There is, for instance, a form termed bowed deflection. In which 
case the septum is simply convex on the one side and concave on 
the opposite. *There are no particular thickenings. There is no 
line of deflection unless we regard as such the line of maximum 
convexity. In such cases the fibrous bands which give the most 
trouble would be found at-the point of greatest deflection and on 
the opposite surface, at the point of greatest concavity. The ob- 
ject of the incision is to diminish the resiliency of the fibrous bands 
rather than to lessen the tendency of the cartilage to curl. The 
operation would be successful if a single incision be made through 
the cartilage of the nasal septum directly backward along the line 
of greatest convexity. When this is done there are no angles to be 
displaced and when both fragments of the triangular cartilage are re- 
stored to the median line the edges approximate satisfactorily if 
certain details are carried out. 

A more complicated case would be one in which the septum had 
been broken and folded upon itself in such a way as to leave a sharp 
ridge of deflection running backward and upward near the line of 
articulation with the vomer. We may also imagine in this case 
that another deflection extends from the main line obliquely upward 
and back along the cartilage of the septum below the ethmoid. If 
we followed out the usual rule it would be necessary to make an 
incision along the line of deflection and cross this at the middle with 
another, making a cross incision. In such a case after the septum 
is thoroughly broken a careful approximation of the cut angles be- 
comes impossible. If, instead of this, we incise the septum along 
its greatest deflection backward to the bony septum and in order to 
correct the second deflection we will make an incision parallel to the 
first and about % inch above, extending as far as the first if nec- 
essary, we have the septum divided into three parts, the nutrition 
for each being received from its uncut sections and no angle has 
been made which will in any way favor the production of perfora- 
tions. 

It has seemed to me that the greatest success in my nasal work 
has been determined by the recognition of the part played by the 
superior maxillary spine. It will be remembered that this is located 
at the point where the two maxilla come together, forming the 
floor of the nose and along this line of junction a ridge extends 
from the palate process of the superior maxilla forward to its an- 
terior edge, where this ridge becomes thicker and higher and quite 
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pointed, forming the spine. This spine receives anteriorly the tri- 
angular cartilage and posteriorly the anterior edge of the vomer, 
Sometimes the triangular cartilage occupies more than half the 
surface, sometimes less, the vomer occupying the remainder. 

The spine can easily be felt at the floor of the noSe. We have 
found by experience that the septum may be incised in a variety of 
ways, that the forceps may break the triangular cartilage from its at- 
tachment and that the vomer may be fractured and separated from 
the superior maxillary ridge and if one or all of these things are 
done and the triangular cartilage is not separated from the superior 
maxillary spine the result in many cases will not be the attainment 
of a perfectly perpendicular septum, but even after the septum is 
broken this point will act as a drag to pull it back into its deflected 
position. In many cases we may be fortunate enough when the for- 
ceps are used with force to break the triangular cartilage from this 
spine. I succeeded in doing this in a case and recognized as a result 
of its breaking that I had obtained a more mobile septum and this 
led me to adopt the procedure of breaking the superior maxillary 
spine in operations for deflected septa as a matter of routine. 

The relation of the septum to the superior maxillary spine is some- 
what analogous to the main sheet of a sail. If the sheet is regarded 
as analogous to the septum it will be seen that it is free to move ex- 
cept where the sail is attached to the mast, like the septum to the 
nasal bones and at the point where the main sheet is attached, this 
point being analogous to the superior maxillary spine. By means 
of the forceps we can break it so that it will move in all directions 
except at the attachment to this spine and we are now forced to 
meet the situation where the sail is kept taut by the main sheet. If 
this is cut the sail immediately falls in any direction and if the spine 
of the superior maxilla is cut the septum will be found freely mo- 
bile and can be placed and retained as desired. So important is 
this spine in septal work that I have found when it has been com- 
pletely severed it is often unnecessary to make any cut in the septum 
or to use forceps to break the septum from the ethmoid. 

Methods of cutting the spine of the superior maxilla—A general 
anesthetic is not necessary but if used our preference is for nitrous 
oxide. The anesthesia may be carried out by injecting a 2% solu- 
tion of cocaine to which adrenalin chloride or suprarenal has been 
added, in four places. Five drops should be injected each side of 
the labial raphe of the upper lip. This will reach the parts adjacent 
to the nasal spine. Three or four drops should be introduced into the 
nose just at the point of junction of the epithelium and membrane 
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on each side. Sometimes it is better to inject the upper lip as pre- 
viously described and apply a stronger solution of cocaine on cotton 
to the inner nares. If one expects to crush the septum the entire 
septal mucous membrane should be treated with a 10% solution of 
cocaine mixed with the proper amount of adrenalin chloride. The 
advantages of this method of anzsthesia are the gaining of the co- 
operation of the patient, the erect posture with marked diminution 
of bleeding, and the mueh easier use of instruments. After anzs- 
thesia is induced the spine may be cut either through the lip or nose 
in the following manner : 

Through the upper lip. The lip is raised and the knife plunged 
to the right or left side of the raphe. This makes an incision to 
the spine large enough to admit a chisel 5 m. m. wide. The chisel is 
introduced into the cut and one finger placed in the nostril to deter- 
mine the position of the chisel and the spine, the proper position be- 
ing attained the chisel is gently forced through the bone by light 
blows. If this is carefully done the mucous membrane of the floor 
is not broken through. The instrument is then withdrawn and the 
edges of the wound collapse so that stitches are seldom necessary. 
If examination shows that the septum is not free enough it is wise to 
grasp it in the usual way with the forceps and fracture some part of 
the vomer from its attachment. Sometimes it is well not to use 
the forceps but to detach the vomer by the chisel. The septum may 
then be placed in position and retained. 

The advantages of the mouth operation are that the wound heals 
quicker, the pressure of the lip keeps the edges approximated and 
the field of operation is more easily cleansed. The only disad- 
vantage is the excitation of hemorrhage. 

In operating through the nose, after cocainization and prepara- 
tion, the incision is made just behind the vestibule on the floor of the 
nose where it joins the septum. This incision should be made down 
and toward the median line to reach the spine. The spine is cut 
by the chisel as before. The wound is more apt to gape in the nose. 
The spine is generally cut off at a higher level than in the mouth 
operation and the mucous membrane more apt to be perforated. 
These disadvantages may be overcome by delicacy of touch and ex- 
perience. The rest of the procedure is similar to that in the mouth 
operation. 

After Treatment.—Various methods for support have been de- 
vised, metal and rubber splints, gauze, cotton, dental gum, have all 
been tried. It may be said that there seems to be a comfortable per- 
centage of operators in favor of the use of Simpson’s nasal tampon, 
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made of Bernay’s sponge. To attain the best results the Bernay’s 
sponge of compressed cotton should be cut into small strips and 
not used in the form sold by Johnson & Johnson as “Simpson’s tam- 
pons.” These small strips can then be packed side by side or one 
after the other and experience will enable us to accurately gauge 
the amount of pressure which will be made by the expanded fibre. 
The pressure should be just twice as much on the formerly de- 
flected side, but both sides must be packed so that counter pressure 
may be obtained, to prevent over-correction. With these strips 
packed one upon the other an even pressure can be obtained upon 
the upper part of the triangular cartilage and the septal plate of 
the ethmoid bone as well as lower down. With no other form of 
nasal splint is it possible to get an even pressure over so large an 
area. 

The disadvantages of this form of splint are: 1. That they act 
as collectors of septic material and also preyent proper aeration of 
the naso-pharynx and Eustachian tubes; 2, that they require al- 
most daily removal. They do not favor hemorrhage, as has been 
claimed, if they are soaked in situ with some cleansing solution 
and removed piecemeal. If hemorrhage still occurs the piece placed 


next to the septum may be covered by a bit of rubber gauze to pre- 
vent the granulations sticking to the cotton. If the splints are not 
removed there will result a septic cellulitis, which is liable to spread 
to surrounding parts, which danger is not greater in the case of 
these splints than in any other form if not removed at the proper 
time. 


Formerly it was necessary to wear a splint at least two weeks or 
even three, and in a few cases I have found it necessary to retain 
them six or eight weeks, one case with a very thin septum required 
splints for twelve weeks. Since the method of cutting the superior 
maxillary spine has been tried in many cases it is possible to re- 
move the splints in five days. This is only possible, however, where 
all the elasticity of the septum has been destroyed. 

These are some of the modifications which I have found it wise 
to introduce in my septum work in order to meet the requirements 
of the cases as they presented themselves. 
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NEW YORK ACADEMY OF MEDICINE. 


SECTION ON LARYNGOLOGY AND RHINOLOGY. 


Stated Meetings, February 25, 1903. 


Watter F. CuHarprrett, M. D., Chairman. 


Trephining and Curettage of Sphenoidal Sinus; Profuse Sec- 
ondary Hemorrhage Requiring Ligation of the External 
Carotid Artery. 


Dr. Ropert C. My es presented a young man who had suffered 
from general sinusitis associated with atrophic rhinitis. The right 
ethmoidal cells had done well under operation, there was a necrotic 
area and perforation in the left sphenoidal wall—a_ copius 
discharge of more or less putrid. muco-purulent matter—issued con- 
stantly from the cell. The trephine and curette were used on Jan- 
uary 1 to enlarge the opening, and on January 9 there was a very 
alarming hemorrhage which recurred two or three days later in Dr. 
Myles’ presence. The hemorrhage was exceedingly profuse, so 
that in about three minutes he must have lost about a pint and a half 
of blood. The wound was promptly and vigorousiy packed, and the 
man was then taken to hospital, where the same thing was repeated 
two days subsequently, after the removal of the packing.” He was 
then nearly exsanguinated, and Dr. Bodine ligated the exfernal caro- 
tid under cocain anesthesia. The only pain experienced was in 
touching some of the superior cervical glands. Catgut was placed 
around the common carotid for twenty-four hours and the external 
carotid was tied. This was done because it was uncertain whether 
or not necrosis had occurred on the lateral wall, and that the hem- 
orrhage was taking place from the internal carotid. It was hard to 
realize that so much blood could come in such a short time from the 
terminal branches of the internal maxillary artery. Hzmophilic 
symptoms appeared, for several days, on the mucosa of both sides, 
which required tamponage. The patient is. making decided im- 
provement in a local and constitutional sense. 
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Deformity from the Injection of Paraffin. 


Dr. H. Horsroox Curtis presented a young lady who desired 
very much to have remedied a deformity that had been produced by 
the injection of paraffin. An injection of this substance had been 
made to correct a very slight depression at junction of lip and nose. 
The paraffin had escaped and had made two tumefactions on the 
side of the nose and border of the orbits. This operation was per- 
formed by a physician who advertised that he could cure all sorts 
of deformities by the injection of paraffin, and who was said to be 
kept busy injecting paraffin over the collar bones and in various 
other situations requiring to be filled out. Dr. Curtis asked for sug- 
gestions as to any method by which the paraffin could be removed, 
but none was forthcoming. 


Sarcoma of Nose. 


Dr. Epear H. Farr presented a woman with a growth in the nose. 
She had lost about thirty pounds in weight. There was a dull gray, 
friable mass filling the nasal chamber, and blecding readily. No 
tumor was seen in the nasopharynx. Dr. Jonathan Wright reported 
that a microscopical examination of a portion of the growth showed 
it to be a moderately large round cell sarcoma. 

Dr. T. J. Harris said he had seen a number of cases quite similar 
to that presented by Dr. Farr. According to his experience, these 
cases afforded a rather hopeful prognosis if the operator were able 
to remove all of the growth. He had shown to tnis section on two 
or three occasions a man who was still alive and :n good condition. 
The first operation was done about ten years ago, and there had been 
five or six operations since that time. In the case ot an old man life 
had been prolonged about three years by operation. According to 
the statistics, life could be very considerably prolonged by thorough 
operation. 


Submaxillary Fistula. 


Dr.W. N. Hupparp presented a woman who had once before come 
before the Section with a submaxillary fistula. The fistula was closed 
for a time, and then it became necessary to close it by an operation. 
Before the formation of the fistula, according to the history, the 
woman spat up two small calculi. 


A Case of Asthenic Bulbar Paralysis. 

Dr. THomas J. Harris reported the case of a young woman, 
twenty-eight years of age, who had come to him about two months 
ago complaining of inability to swallow solid food. For eighteen 
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months previously there had been symptoms referable to the throat, 
the trouble beginning with a tiring of the voice. Examination show- 
ed that the soft palate reacted very little to touch, that there was 
decided difficulty in speaking, especially in the use of labials, and 
that there was marked ptosis of both eyes with external strabismus of 
the left eye. The case was referred to Dr. Joseph Collins, who 
made a diagnosis of asthenic bulbar paralysis. In this disorder 
there were no discoverable lesions in the spinal cord; there were no 
atrophies of the lips or soft palate or other muscles of the body; 
there were no fibrillary twitchings ; there was no loss of weight and 
strength. A peculiar feature in this case was the marked remissions 
at times. According to Dana, the prognosis was fairly favorable. 


Extensive Empyema of Frontal and Ethmoidal Sinuses with 
Exophthalmos. Operation. Death from Meningitis. 


Dr. ARNOLD Knapp reported this case, presenting the specimen 
and the report of the autopsy. At operation a large cavity consist- 
ing of the dilated frontal and ethmoid sinuses was opened from the 
orbit; a broad communication was made into the nose through the 
middle meatus. On the evening of the second day symptoms of 
meningitis developed. The wound was dressed, put no retention of 
pus was discovered. On the fourth day she died. The autopsy 
showed purulent meningitis. There was a round, punched out open 
ing in the dura over the left cribriform plate, filled in with granula- 
tions coming from the posterior ethmoid cells. The cells were dis- 
eased and the process was of some standing. Though the opera- 
tion did not appear to have been directly responsible for the fatal 
termination, there could be no question but that it had started up a 
latent meningitis, a not unusual occurrence under such conditions. 

Dr. C. G. CoaKLry remarked that almost all of the cases exhibit- 
ing brain symptoms following frontal sinusitis were those which had 
a marked bulging of the lower wall. 


Remarks on General Anaesthesia in Operation Involving the 


Upper Air Passages. 
Paper by Dr. THomas L. Bennett, New York. (This paper 
appears in this issue of THE LAnyNGoscopE, page 262. 
Local Anaesthesia in Surgery of the Upper Air Passages. 


Paper by Dr. J. A. Boptnx, New York. - (This paper appears 
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Dr. W. H. Haskins said that in private practice it was his inyari- 
able custom to make use of chloroform in adenoid and tonsil opera- 
tions, and with uniformly good results. He couid not understand 
why people in this part of the country had such great dread of 
chloroform. 

Dr. J. W. GLEITSMAN said that about two years ago he had read 
a paper before the American Laryngological Association, in which 
he made the statement that the reason chloroform was not given 
here was that the surgeon was not anxious to be brought before a 
coroner’s jury and be mulcted for damages. Personally, he would 
prefer to use chloroform in many cases, but refrained from so doing 
for the reason stated. He had used the A. C. E. mixture for 
general anaesthesia in the upper air passages, and had abandoned it 
because it was very time-consuming. He had now used the bromide 
of ethyl for tonsillotomies and adenoid operations over one thou- 
sand times without ill effect. He had not noted any undue hemor- 
rhage. In doing the adenoid operation he always placed the patient 
in the upright posture on a chair. He had never made it a practice 
to prepare the solution of cocain freshly each time, and yet he had 
never observed any clouding of the solution or any deterioration. 
It was his custom to dissolve the cocain in a saturated solution of 
boric acid, and this solution kept perfectly well for a long time. 

Dr. D. Bryson DELAVAN said that the use of chloroform was very 
common on the Continent, and that it used to be very common in 
England, but that ether was now used more extensively in the latter 
place now than formerly. This was because the statistics of chloro- 
form anaesthesia were not such as to inspire confidence. There was 
no question that cocain solutions formerly employed for local anaes- 
thesia were too strong. Adrenalin was a useful adjuvant to cocain. 

Dr. Horsrook Curtis asked regarding Dr. Bennett’s experi- 
ence with the injection of morphine as a means of prolonging 
anaesthesia. 

Dr. Franets J. QuINLAN thought these operations should be done 
under deep narcosis, the patient being in the upright position, and 
the anaesthetic administered by an expert. He suggested caution in 
the use of cocain because it could not be denied that oftentimes con- 
siderable quantities of this drug were absorbed with disastrous 
results. 

Dr. My es said he confessed to a decided leaning towards local 
anaesthesia, although he had seen some unsatisfactory results from 
its use in his own and other’s patients, but this applied to general 
anaesthesia as well. He had opened the antrum of Highmore in 
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over fifty cases under cocain anaesthesia, and with considerable 
satisfaction. All of his operations on the ethmoid were done under 
cocain anaesthesia, and the same was true of the sphenoid. He 
thought the tonsils could be satisfactorily operated upon under 
cocain if it were properly applied. A strong solution should be 
used in each available crypt, and thirty minutes were required for 
the anaesthetization. Just before the operation in suitable cases a 
weak solution should be injected around the margins of the tonsils. 
About one-half of his adenoid operations were done under cocain 
anaesthesia. 

Dr. C. G. CoaK ey said that he had been taught that chloroform 
was very dangerous, yet he had found ether time-consuming to such 
an extent that he had gradually come to use chloroform more and 
more, and there seemed to be little risk from this practice in operat- 
ing upon young children, although perhaps in the course of time he 
would meet with misfortune. If the surgeon would wait twenty or 
thirty minutes just as much anaesthesia could be secured from a four 
per cent. solution of cocain as from a ten per cent. solution. He 
had tried cocain in antral operations, but the patients always suf- 
fered considerably during the process of drilling through the bone, 
and in some of his ethmoid operations the anaesthesia had not been 
entirely satisfactory. He had also met with patients in whom a 
sterile and freshly prepared solution of cocain set up an intense 
coryza. In one such person even betaeucain caused nearly as 
much irritation. 

Dr. BUCHANNAN spoke in favor of ether because he believed that 
it was the safest anaesthetic. He was so afraid of chloroform that 
he had never given it except in combination with oxygen, according 
to Northrop’s method. Chloroform by its own weight sunk into the 
deeper air vesicles, and thus displaced the oxygen. By mechanically 
mixing chloroform with oxygen, this displacement did not take 
place. He believed that the mucus in the bronchial tubes held con- 
siderable chloroform vapor in suspension, and in this way prolonged 
and deepened the effect of the chloroform. At first, he had been 
opposed to Dr. Bennett’s inhaler because he believed that too much 
carbon dioxide would be administered, but increasing had taught 
him the value of this inhaler. 

Dr. Tuomas J. Harris asked Dr. Bennett’s experience in the use 
of nitrous oxide in children under eight or nine years of age. With 
regard to the use of cocain, he said that in one case at least it had 
been shown to have certain depressing powers. The patient was a 
physician with antral trouble, where on account of heart disease local 
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anaesthesia was considered advisable. In this instance cocain was 
used in weak solution. It at once caused marked depression, which 
lasted for several days, while under eucain anaesthesia the operation 
was successfully performed. 

Dr. W. Ketty Simpson said that because of the indefinite amount 
of danger attached to anaesthesia he thought it better, all things con- 
sidered, to do tonsillotomy and the adenoid operation in young 
children without anaesthesia. Moreover, he believed that tonsil- 
lotomy could be better done without anaesthesia, for the natural 
gagging materially aided the operator in removing the tonsils. He 
spoke of the opinions lately advanced that all cases of death from 
chloroform narcosis had been in persons described as being of the 
lymphatic diathesis. For prolonged operations ether should be 
used. While the larynx required a stronger solution of cocain than 
the nose, it was well known that in the nose much weaker solutions 
of cocain could be made effective than was formerly supposed. The 
combination of adrenalin with cocain was a good one, and since 
employing it he had seen no bad symptoms that could be attributed 
to the cocain. Adrenalin seems to antagonize the depressing car- 
diac effects of cocain. 


Dr. FeLtx Coun said he had used chloroform for many years, and 


so far had had no accident with it. He made use of primary narcosis 
in his operations because he thought it desirable to have the natural 
reflexes present during the removal of the tonsils. He believed it 
was reprehensible to use general anaesthesia for tracheotomy. 

Dr. GLEITSMANN Said that he had had such an unpleasant experi- 
ence with adrenalin in the production of hemorrhage that he used it 
hut little at the present time. However, he had injected adrenalin 
and cocain deeply into the enlarged tonsils of adults before removing 
these tonsils, and thereby made the operation both bloodless and 
painless. 

Dr. W. K. Simpson said it had been his experience that adre- 
nalin in combination with cocain increased the anzsthetic action of 
the latter. He had also employed these injections into the tonsils 
with equally good results. He had studied the question of nasal 
hemorrhage from adrenalin a good deal, and had come to the con- 
clusion that this agent did not increase the tendency to hemorrhage. 

Dr. BENNETT said that the statistics of anesthesia showed conclu- 
sively that operations on the upper air passages done under chloro- 
form were attended with greater chloroform, mortality than in other 
fields. This was probably largely due to the upright position and 
the interference with respiration. The Hyderabad Commission had 
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shown most conclusively that nothing more dangerous could be done 
than to interfere with respiration during chloroform narcosis. The 
statistics of many of the leading hospitals of the world showed a much 
greater mortality from chloroform than 1 to 2,500 as he had stated. 
This rate he had obtained by compiling more than one million cases 
collected from various sources. It was perfectly true that a person 
narcotized with morphine previously would remain long under any 
anaesthetic, but it was a method that was not without danger if fol- 
lowed as a routine measure. In certain individuals an ordinary dose 
of morphine plus an anaesthetic would produce a very profound 
morphine effect—indeed, the morphine effect was often practically 
doubled by the subsequent administration of an anaesthetic. Per- 
sonally he was not in favor of this use of morphine. The use of 
morphine in these cases made the lungs tolerant of blood and other 
foreign matter, and hence, in this particular class of cases its use was 
very apt to be followed by pneumonia. He couid not believe that 
the administration of oxygen with chloroform could prevent to any 
great extent the dangerous effect of chloroform. It was not prob- 
able that chloroform was absorbed to any extent by the mucus, be- 


cause chloroform was absorbed by watery solutions only to the 


extent of 0.5 per cent. There seemed to him a positive danger in 
relying upon oxygen in connection with chloroform narcosis, be- 
cause it was in no sense an antidote to chloroform, and moreover it 
masked one of the most important danger signals, i. e., the darken- 
ing or venosity of the blood. It was very true that young children 
were often not good subjects for nitrous oxide because they were 
easily asphyxiated by any means; hence it was well to be cautious in 
the use of this anasthetic agent in such subjects. 

Dr. Bonin said that it was quite true that if a saturated solution 
of boric acid were used for dissolving cocain it would be a long time 
before a fungus would appear in the solution, but it would neverthe- 
less develop slowly, and such a solution was unfit for hypodermic 
use. Moreover any acidity tended to weaken the anaesthetic effect of 
the cocain. Unquestionably morphine was a very reliable antidote to 
cocain. He had collected personal letters from 18 cases of profound 
morphine narcosis which had recovered under the injection of cocain 
alone. He recalled one case in which the person was so under the 
influence of morphine that the respirations had been reduced to four 
per minute, and yet by the sole use of hypodermic injections of % of 
a grain of cocain every fifteen minutes the patient made an excellent 
recovery. Seven out of ten deaths from chloroform occurred in the 
primary stage ; hence if chloroform were a poison 1n itself the deaths 
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should bear some relation to the amount of chloroform given and the 
stage of narcosis. He was inclined to believe that there was an inti- 
mate relation between the action of the chloroform and that of fright, 
The value of the gas and ether method was that the person was car- 
ried into deep narcosis before this fright could occur. It was possible 
to eliminate this element of fright in other ways. The patient might 
be given something to think about so that he had no time to become 
frightened. He should be told, for example, that the more tightly 
the hands were clenched together the less chloroform would be 
required. This produces a state of mental preoccupation and elimi- 
nates the fright and excitement entirely even in alcoholic subjects. 


Prophylaxis of Diphtheria by the Preventive Injections of 
Serum—Sevestre. Revue Heb. de Laryngologie, D’Otologie 
et de Rhinologie. October 18, 1902. 

The preventive injection of the diphtheretic antitoxine has an un- 
doubted action, producing immunity in children exposed to diphtheria. 
It does not give rise to any serious complications, producing only 
occasionally a passing eruption and more rarely articular pains. Un- 
fortunately the period of immunization is not very long, three or four 
weeks at the most. In those rare cases where, in spite of the injec- 
tion, diphtheria develops, it is of a most benign character. 

Injections of the serum are especially indicated in families where 
a case of diphtheria has developed, thus protecting the other children 
from contagion. 

In cases, however, where children have been promptly separated 
from, the source of the contagion, and where they are under the 
observation of a physician, we may dispense with the inoculation. 

Preventive measures are also indicated in children attending school, 
or in a ward of a hospital where there is a case of diphtheria. 

Even in the absence of diphtheria, these injections are indicated in 

_certain special conditions such as measles, scarlatia, etc. ; in measles, 
however, the preventive action is not quite certain. The doses of 
serum should be stronger and more frequently repeated. 

The use of the preventive injection should interfere in no way 
with other prophylactic measures, such as disinfection, isolation, etc. 

W. SHEPPERGELL. 
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THE LARYNGOLOGICAL SOCIETY OF LONDON. 
Seventy-eighth Ordinary Meeting, January 9th, 1903. 
E. CresSwELt Baser, M. B., President, in the Chair. 


Sequel to a Case of Ulceration of the Left Tonsil, with Acute and 
Considerable Enlargement of Numerous Cervical Lymphatic 
Glands on Both Sides of the Neck. ? Malignancy. 


Shown at the meeting on November 7th, 1902, by Sir FELIx 
Semon. The case was shown again as affording a valuable lesson 
to the effect that not every ulceration of a tonsil in old people, 
accompanied by enlargement of numerous cervical glands, should 
be looked upon as necessarily malignant. It would be seen that 
the ulceration of the left tonsil had quite disappeared, and the tonsil 
itself had become much smaller, whilst the enlargement of the cer- 
vical lymphatic glands on both sides of the neck had also con- 
siderably diminished, even more so on the side corresponding to 
the affected tonsil than on the opposite one. In all probability 
septic influences had been at work. Malignancy, at any rate, was 
now completely excluded. 

The President congratulated Sir Felix Semon on the successful 
result of this case, which had been shown previously. 


A New Design for Sphenoidal Sinus Cutting Forceps. 


Shown by Dr. Watson WitiiaMs. Dr. Dundas Grant expressed 
his admiration for the instrument, which he calculated would be 
extremely useful. It was for use in a dangerous region, and accord- 
ingly extra care would have to be exercised. He had sometimes 
been able to expose the region without removing normal structures 
by means of long-bladed nasal specula. There was an illustration 
of one of these in Mr. Baber’s book; the pattern he himself used 
was devised by Killian, with which, after one had forcibly pressed 
the middle turbinal to one side, a view of the anterior surface of the 
sphenoid large enough for inspection and for the introduction of 
suitable punch-forceps was obtained. 

THE PresipENnT said that he was inclined to agree with Dr. Lack, 
because if one could not see the natural opening it seemed danger- 
ous to push a sharply pointed instrument into the sphenoidal sinus. 
As regards Killian’s specula, which Dr. Grant had mentioned, it 


occurred to him that they were somewhat like Markusovsky’s spec- 


ulum. 
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Dr. Bronner thought quite as good results were to be obtained 
with cutting forceps, and without the danger necessarily attached 
to pointed instruments. 

Dr. Lack considered these forceps very dangerous ; it was not safe 
to open a sphenoidal sinus without a good view of the natural open- 
ing. If the opening were first brought into view it could be en- 
larged quite easily and safely, but any attempt to perforate the an- 
terior wall of the sinus without previously ascertaining its extent 
or even its existence, must be dangerous under any circumstances. 


Mr. W. G. SPENCER, continuing the line of argument brought 
forward by Dr. Lack, suggested that it was much safer to operate 
externally, as for the frontal sinus; a curved incision should be 
made round the inner angle of the orbit to just a little outside the 
nasal duct. Then the soft structures should be turned downwards 
and outwards, when the thin orbital plate of the ethmoid would be 
exposed, and so render it possible to do what the previous speaker 
had mentioned, viz.: see what was being done. This, in his opinion, 
was a far safer method than that of opening the sphenoidal sinus 
proposed by Dr. Williams. 

Dr. McBrinr asked Dr. Williams how often he had used these 
forceps and with what result—that was the important point. 


Dr. Powerit asked Dr. Williams what was the result from his 
experience of operations on the sphenoidal sinuses, and whether he 
had had many cures resulting from operative interference in this 
locality. Personally, he had a number of cases coming into his 
hands which had been operated on by other surgeons, where the 
sphenoidal sinuses had been opened, and he could only say that 
their last state was considerably worse than their first. 

Dr. Watson WILLIAMS, in reply, admitted that the instrument 
was dangerous inasmuch as any operation on the sphenoidal sin- 
uses was dangerous. But it must be remembered that sphenoidal 
sinus disease was very dangerous also. Everything depended on 
the care with which the forceps were used, and he presupposed that 
the remarks which had been made started on these premises. He 
himself never used any force in entering a sphenoidal sinus, and 
he did not consider these forceps were dangerous if used with 
proper care. If an opening had to be made into a sphenoidal sinus, 
it was easier and safer to make it lower down than in the position 
of the natural orifice, and unless it could readily be seen he never 
troubled about the natural opening. He had only just recently 
designed this instrument, and had used it once with entire satisfac- 
tion. It-was an improvement on those he had been in the habit of 
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using in the few cases he had had under his care. If the sphe- 
noidal sinus did not exist in any case it was because that one had 
a solid sphenoidal body. Therefore the non-existence of the sphe- 
noidal sinuses robbed such an instrument as this of any real dan- 
ger, providing care and gentleness were used. These forceps slipped 
in with the greatest ease through the thin turbinated bone which 
forms the anterior wall of the sphenoidal sinuses, and it was 
through this very thin portion that he always entered the sinuses. 


Drawing, with Notes of a Case of Suppurative Ethmoiditis and 
Frontal Sinusitis after Radical Operation for Nasal Polypi. 


Shown by Dr. Apdo_tpH Bronner. In the Section of laryngo- 
logy at the Manchester meeting of the British Medical Association, 
Dr. Bronner had stated that, in his opinion, the so-called radical 
operation for nasal polypi was not devoid of danger, and that he 
knew of seyeral cases which had been followed by meningitis and 
death. He was not at liberty to give details of these cases, as he 
had heard of them privately, and had no permission to publish them. 
He was very sorry to have now to report a case of his own. 

Miss K—, et. 20, was seen July 24th, 1900. Both nostrils had 
been blocked for several years, and there had been a copious, pur- 
ulent discharge. No pain or special discomfort. Both nostrils were 
completely filled with polypi and degenerated mucous membrane 
of the lower turbinated bones. 

On September 18th, 1900, both nostrils were scraped with Meyer's 
ring, and the mucous membrane of the lower turbinated bones re- 
moved. Insufflations of iodoformogene and boric acid were ordered. 
The patient was seen again in June, 1901. There had been ex- 
tensive recurrence of the polypi from the upper turbinated bone. It 
was again scrapd. 

On August 14th the patient was seen again. Numerous polypi 
were removed by the cold snare. There was, however, rapid re- 
currence. On October 28th, 1902, Meyer’s ring was again used 
under chloroform. Insufflations or aristol and boric acid were or- 
dered. The patient was seen on November 7th and 20th. There 
was no pain, but very slight tenderness over the right frontal sinus. 
There had been no recurrence of the polypi, but there was very slight 
purulent discharge from the region of the frontal and anterior eth- 
moidal cells. On December 2nd the patient was brought into the 
hospital. For nine days she had intense pain in the nose and head, 
and there was swelling of the nose and forehead. She was semi- 
comatose ; there was well-marked swelling of the centre of the fore- 
head and bridge of nose, extending into cheek, and slight paresis of 
the right side. Temperature 104. 
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On December 3rd an incision was made above the right eyebrow; 
much pus escaped, the bone was rough. The right frontal sinus was 
found to be full of pus. The dura was exposed and bulging; on 
incision there was no pus. The left frontal sinus was opened; there 
was very little pus. The dura was exposed and opened anid 
a large quantity of pus escaped. The opening was enlarged and 
free drainage established. The patient was relieved for twelve 
hours, and then became more arid more comatose and died. 

On post-mortem examination the anterior part of left front: 
lobe was seen to be necrosed, and evidences of purulent meningitis 
were seen commencing on the left side, extending backward on the 
base of the brain (well marked over the pons) ,as far as the medulla. 
The lateral ventricles were full of sero-pus. The whole of the eth- 
moid bone was necrosed and filled with pus, and the crista galli 
was quite loose and detached. 

In this case the infection evidently originated in the ethmoid 
bone. 

Sm Fetix Semon congratulated Dr. Bronner on his courage in 
bringing forward such a case, by which frank act one learned more 
than from any amount of mere hearsay reports. 

Dr. Lack hoped that every one who had such cases would bring 
them forward with details, so that they might all learn something 
from them. He would not criticise this case until he had seen a full 
report of it. 

Dr. BRonNER, in reply to Dr. Lack, said that the fact that there 
had been recurrence proved that he had not used excessive force; 
recurrence would not have taken place if he had removed the greater 
part of the cells. The more one scraped away the greater was the 
danger of cerebral complications. 


Case of Functional Aphonia in a Man with Unusual Symptoms. 


Shown by Dr. Lampert Lack. The patient, a male zt. 58, lost 
his voice suddenly six months ago, and had never regained it. He 
spoke now in a whisper, but with much strain. The expiratory 
muscles were all tense, and the pulse became more rapid during 
speech. On examining the larynx the parts appeared to be normal, 
and the movements were normal until phonation, when the larynx 
appeared to be tightly closed and to prevent all air escaping. 

It was probably a case of spasm of the larynx, but the patient 
was not able to say even one word in a loud voice, thereby differing 
from most similar cases, in which one or more words can be loudly 
uttered at the beginning of each sentence. On the other hand, the 
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patient could sing loudly and naturally. Another point of interest 
was that he had a similar attack the previous year, losing and re- 
gaining his voice quite suddenly. He had not used his voice ex- 
cessively, although he had shouted at times. He had recently lost 
a sister with tubercular laryngitis. It was possible that suggestion 
had something to do with his present condition. 

Dr. MoBripe thought this case one of great interest. It was a 
case of spastic aphonia. The abdominal muscles were tense when 
the patient attempted to speak. The interesting point about the 
case was that the false cords covered the true cords when phonation 
was attempted. He had observed in certain voice users, who com- 
plained of early fatigue of the voice, a similar condition, but to a 
less marked extent. He wondered if other members had observed 
it also? The parts during rest were normal, but on attempted pho- 
nation there was apparently hypertrophy of one or other, or of 
both false cords. Whether this was to be looked upon as an early 
stage of spastic aphonia or dysphonia was a point which had in- 
terested him’ for some years. 


Sections of Ulcer of Tonsil showing Tubercles, but which had 
Yielded to Antisyphilitic Remedies. 


Shown by Dr. Lambert Lack. The patient, a female zt. 25, 
had a large ulcer with clean cut edges and sloghly irregular base 
covering the right tonsil and posterior pillar of the fauces. There 
was much dysphagia, and the patient was anemic and rapidly wast- 
ing. The glands were tender and enlarged. A diagnosis of tertiary 
syphilis was made, and the patient placed on large doses of potas- 
sium iodide. She had, however, seen other specialists who had con- 
sidered the case to be possibly malignant or tubercular. By special 
request, therefore, a small piece of the ulcer was excised for micro- 
scopical examination: The sections showed that the mass of the 
ulcer consisted of granulation tissue with newly-formed capillary 
loops, but at the deeper part of the ulcer were tubercle-like nodules 
consisting of giant-cells, surrounded by epithelioid and round cells. 
This seemed to confirm the cautious diagnosis which had been pre- 
viously given in the case. In spite of it, however, the ulcer, which 
at first was as large as a two-shilling piece, had diminished to half 
its size in a week, and was completely healed in a fortnight under 
the iodide treatment alone. The patient three months later remained 
perfectly well. Was the case to be regarded as one of syphilis or of 
mixed infection? There was no history of’ syphillis to be obtained. 
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Microscopic Section of Cyst of Ventricle of Larynx Opened when 
Operating on a Case of Malignant Disease of the Larynx. 


Shown by Dr. LAmBerr Lack. The patient, a male, had ma- 
lignant disease of the right vocal cord, etc., for which an operation 
was performed. Previous to operation a smooth, fixed, hard swell- 
ing was noticed overlying and apparently attached to the cornu of 
the hyoid bone. There were no enlarged glands. On cutting across 
the ventricular band during the thyrotomy there was a sudden gush 
of creamy fluid, nearly two drachms escaping. The swelling over 
the hyoid bone disappeared. At first it seemed as if an abscess 
had been opened, but after consideration and exploration it was con- 
sidered more likely that the cavity was a cyst-like projection from 
the ventricle, such as was normally present in certain apes, e. g., the 
orangoutang, and was rarely met with in man. This diagnosis was 
confirmed by sections of part of the wall which was excised, and 
which showed that the cavity was lined by ciliated epithelium. 


Pathologica! Specimens. 


Shown by Mr. Lake. 1. Section of new growth removed from 
the posterior extremity of the inferior iurbinate body (right) of a 
man zt. 50. The history was one of nasal obstruction of some years’ 
standing, increasing considerably just before the operation. The 
patient has not been heard of since. 

2. From a male shown by Dr. Pegler and Mr. Lake in 1900. 
This was from a recurrence; both left inferior turbinate and sep- 
tum were involved. 

3. Section of right inferior turbinate from patient zt. 72, who 
had been under Mr. Lake ten years ago for lupus nasi of thirty- 
five years’ duration. This had been cured after it had penetrated 
the right tear duct. Two and a half years ago some swelling ap- 
peared at the site of the old infection of the tear duct, with nasal 
hemorrhage. There was a small ulcer visible on. the upper sur- 
face of the inferior turbinate. Finsen’s rays were emploved for a 
year, when Mr. Lake saw him again. The ulcer was larger, and 
there was apparently an invasion of the tissues about the nasal bones 
by what looked like new growth. The inferior turbinate (right) 
was removed and pronounced to be carcinomatous by a pathologist. 
The disease was considered to be too extensive for operation by 
Mr. Arbuthnot Lane, but X rays had kept the patient comfortable, 
and appeared to be able to control the spread of the growth, though 
not to absolutely “cure” it. 
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TuE PresipeNntT asked Mr. Lake if he was willing that these speci- 
mens should be referred to the Morbid Growth Committee. 

Dr. Pecter had pleasure in recommending that these sections, 
including Dr. Lack’s and Dr. Barclay Baron’s, which required care- 
ful study, should be referred to the Morbid Growths Committee. 
Dr. Pegler said he had only been able to give the sections under 
the microscope a very cursory observation, and had not had an 
opportunity of examining. the patient. He had formed an impres- 
sion that naso-pharyngeal sarcomata were in certain cases very 
loosely attached to the surface from which they sprang, and might 
in early stages be easily mistaken, and gave little evidence of malig- 
nancy. Some three or more years ago, a young man of twenty-five 
came to his out-patient department complaining of nasal obstruc- 
tion, in whom the usual digital examination detached several loose 
fragments of tissue feeling like adenoid growths, which were ex- 
pelled through the nostrils. A short time since, this patient re- 
turned to the hospital, and on admission his naso-pharynx and nasal 
chambers were found to be completely obstructed by the disease. 
He was shown to the Society (‘Proceedings,’ vol. vii, Jan. 7, 1899). 
The masses were removed as thoroughly as possible under chloro- 
form by forceps, and Mr. Lake, who assisted in the operation, was 
today exhibiting sections of the growth. Previous specimens 
showed all the characters of mixed-celled sarcoma; fortunately ex- 
amples of those sections were in the cabinet. The patient had been 
lost sight of since his discharge. 


Case of Large Swelling of the Mucous Membrane in the Inter- 
arytenoid Region (so-called Interarytenoid «‘Pachydermia.”’ ) 


Shown by Dr. Herpert Tittry. The patient, a male zt. 48, had 
not been addicted to alcohol or excessive tobacco smoking. Had 
complained of hoarseness of two months’ duration. 

The patient was a particularly robust-looking man. In the 
interarytenoid position was a sessile, red, congested swelling, about 
the size of a large horse bean, which prevented complete adduction 
of the vocal cords. 

Dr. FrrzGrratp Powe Lt said he noticed that Dr. Tilley had a 
note at the end of the title of this case to the effect that this was a 
case of “so-called interarytenoid pachydermia.” He presumed from 
that that Dr. Tilley did not believe in the existence of interarytenoid 
pachydermia. He himself had always understood that the heaping 
up of the epithelium and hyperplasia of the connective tissue on the 
cords and in the interarytenoid space would be looked upon as pachy- 
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dermia. Evidently it was not pachydermia in this case, or it would 
not have disappeared so quickly, but probably just a general swell- 
ing of mucous membrane simulating pachydermia. 

Sir Fe_ix Semon thought that the observation made by Dr. Pow- 
ell was perfectly justified. This was not a case of pachydermia. In 
order to speak or pachydermia, metaplasia was necessary, i. ¢., a 
change of the epithelium into an epidermal structure. The pres- 
ent case was simply an instance of hyperplasia. 

Dr. Hersert TILvey, in reply, said that his reason for putting at 
the end of the description of his case the words “so-called inter- 
arytenoid pachydermia” was in order to enter a slight protest 
against the loose way in which the word “‘pachydermia” was so often 
applied to any form of hypertrophy of the mucosa in the interaryte- 
noid space. He did not consider this a case of pachydermia, but a 
localised form of chronic laryngitis. He thought one ought to con- 
fine the term “pachydermia” to those cases in which there was an 
overgrowth of the epithelium and subepithelial connective tissues, 
such as were most often met with on the vocal cords, where a promi- 
nence on the one cord seemed on adduction to apply itself to a cor- 
responding depression on the other cord. In this particular patient 
there was a very swollen, congested condition of the interarytenoid 
mucous membrane, and he proposed removing it with Watson 
Williams’ intra-laryngeal “punch forceps.” 


Specimen of Large Naso-pharyngeal Fibro-myxoma with Pro- 
longations extending to Anterior Nares. 


Shown by Dr. DonreLan. The patient, a youth et. 18, had suf- 
fered from marked nasal obstruction and defective speech since his 
second year. When seen he appeared to have a large mucous poly- 
pus in each nostril, and a growth about the size of a walnut projected 
slightly below the soft palate, in pulling or pushing which the 
polypi were moved. The large growth was sessile, springing from 
the vault of the pharynx immediately behind the vomer. It was 
seized with forceps and came away together with the anterior, pro- 
iongations, leaving the patient’s nasal passages perfectly free. 


Case of Naso-pharyngeal Malignant Disease. 


Shown by Dr. Barcray Baron. The patient, a woman et 50 
years, had complained of deafness, obstructed nostrils, and dis- 
charge of blood and pus, for about eight months. Three months 
ago, a hard, irregular growth had been scraped out of the naso- 
pharynx, with relief of all the symptoms. Now they had all 
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returned, and there was much pain in the jaw and temple, especially 
on the right side, which was swollen. The naso-pharynx was filled 
with growth, which protruded into the nostrils, especially the right 
one. It was hard and ulcerated. The nature of the growth was un- 
certain, lympho-sarcomatous looking in parts, but with islands of 
ephithelial cells in others. Dr. Baron asked for suggestions as to 
treatment ; he was not inclined to curette again, but preferred either 
to leave it alone or deal with it more radically. 

Tuer Present said that the disease seemed to affect not only the 
naso-pharynx, but also the nasal cavity on that side. Therefore, if 
any operation of a radical character were performed, it would either 
have to be through the palate, or an external operation. 

Dr. McBriveE said this case seemed to him to be one of very great 
interest. There was, to start with, the growth in the naso-pharynx 
and also one in the right nostril. He had no doubt that the path- 
ological report was absolutely correct. The one point which struck 
him forcibly was that in a malignant case one would have expected 
more marked ulceration and sloughing than had taken place in this 
case after the removal of the growth. Then another point arising 
in connection with that just mentioned was that this was probably 
a lympho-sarcoma; it would be worth while to try large doses of 
arsenic. He had seen several cases of lympho-sarcoma disappear 
wonderfully quickly under the influence of arsenic. He called to 
mind one case with a very large tonsil, which was reduced almost 
to its normal size by this means. The patient died of malignant ab- 
dominal disease within a relatively few months afterwards in the 
north. She went to a home, but he was unable to hear the details of 
the last illness, and there was no post-mortem. In connection with 
malignant disease, he might refer to a case of extreme interest which 
he had to deal with some time ago. The patient, a gentleman, came 
to him with a very large ulcer in front of the epiglottis at the back 
of the tongue while there was a large fixed glandular mass in the 
neck. It looked specific, and he gave him iodide of potassium and 
mercurial inunctions, but they had no effect at all. He then tried 
him with large doses or arsenic, but this also was of no use. He 
might say he wished to punch a piece out for microscopical examin- 
ation, but the patient refused to allow him. He went on with the 
iodide, and arsenic for a long time, but without much benefit. Later 
the patient met a friend in Glasgow, who acted somewhat unpro- 
fessionally, but nevertheless for the patient’s good. The patient’s 
friend saw his prescriptions, and ordered him, instead of arsenic, 
cacodylate of sodium—another arsenical preparation. In about five 
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weeks’ time the patient was so much better that he said to him, “Go 
and show yourself to Dr. McBride.” He came, and was undoubt- 
edly very much improved. The ulcer had quite healed, but the cer- 
vical tumour remained. Later on he died, but he did not know from 
what cause. He was unable to give any histological history of this 
case. 

Mr. SPENCER said that cases of lympho-sarcoma differed from 
other forms of malignant disease, inasmuch as a surgeon could 
operate on them partly and remove a part of the growth with benefit 
to the patient. He should advise removal piecemeal, or that a large 
portion should be removed, and that this treatment should be fol- 
lowed by giving arsenic and iodide of potassium, which drugs should 
give considerable benefit for a long time. There were many cases 
of malignant sarcoma—not only the most malignant and generally 
considered hopeless cases, but also those moderate forms of the dis- 
ease—where one could do a partial removal with benefit to the 
patient. As regards arsenic, undoubtedly there were certain pre- 
parations of this drug which were much more valuable than others 
in their action. He remembered a case which he had seen with Dr. 
Hall, and in which he had taken away portions of a large mass of 
lympho-sarcoma from the neck, where they had considerable diff- 
culty in finding the particular preparation of arsenic which was most 
suitable to the case; in this case it was, so far as he remembered, the 
hydrochloride. This might explain what had been said of the new 
one, the cacodylate of sodium. 


Dr. TiLLey remarked that he had had the opportunity of putting 
his finger into the post-nasal space, and he found its posterior and 
upper parts were covered by a large, well-marked, ulcerated surface, 
which was somewhat hard to the touch. No bleeding followed the 
examination. He was rather inclined to doubt the probability of its 
being a lympho-sarcoma. The feel of the ulcerated surface was sug- 
gestive of epithelioma. He would suggest that if operative treat- 
ment were attempted, a laryngotomy tube should be first inserted, 
a sponge placed above the larynx, the soft palate divided, and, if 
necessary, some of the hard palate also removed. Such measures 
would give a full view of the growth, and hemorrhage could be 
readily controlled. 


Dr. Baron thought that the method mentioned by Dr. Tilley was 
the only one likely to do any good. For a case like this a curetting 
operation was of no value, since the disease was too deeply situated. 
He had left a section with the Morbid Growths Committee, in case 
they should care to make use of it. 








































SOCIETY PROCEEDINGS. 


A Case of Epithelioma of the Larynx in a Man et, 6o. 


Shown by Mr. Atrwoop Tuorne. This man was first seen at 
the London Throat Hospital on December iSth. He had then suf- 
fered from hoarseness fos six months, and slight pain on swallow- 
ing for a few days. 

A view of the larnyx (which was only obtained with dfficulty) 
showed that the left cord was fixed in the mid-line, and that there 
was a growth involving the left arytenoid and extending into the ary- 
epiglottic fold on that side. The larynx was slightly tender when 
examined from without, and there was a large gland just under the 
ramus of the jaw on the left side. There was a good deal of pam 
referred to the left ear, and restlessness at night. The man was of 
good physique, a carpenter still pursuing his trade. He had two 
healthy grown-up children, denies having had syphilis. 

He was put on fifteen grains of potassium iodide and a drachm of 
Liq. Hyd. Perchlor., and for the last fortnight had been an in-patient. 
With the exception that there had been temporary swelling for a few 
days of the right arytenoid, there had been little to note, except that 
the enlarged gland had somewhat increased in size. 

Mr. Thorne said he would be obliged by any suggestions as to 
treatment. He personally did not think that any operation would 
prolong the patient’s life, or add to his comfort. 

Dr. Lack said there was no epithelioma in the larynx; but there 
was a growth on the outer edge of the aryteno-epiglottic fold which 
he should think was epitheliomatous. It would be extremely diffi- 
cult to remove it, and if an attempt was made, pharyngotomy, not 
laryngotomy, was required. 

Mr. Waacett had watched the case for some days. The left side 
i the larynx was completely fixed, and the left arytenoid region and 
ventricular band were considerably swollen. Below the level of the 
vocal cord, which could not be distinguished, there was occasionally 
to be seen a growth which appeared to be pedunculated. He had 
no doubt that the disease had commenced within the larynx, both the 
history and the clinical appearance pointing in this direction. Dys- 
phagia was absent. The question of making an exploratory laryngo 
fissure in this case was an open one. He would be glad to know the 
actual experience of surgeons who had performed this operation in 
cases which proved on inspection to be beyond radical treatment. 
Did the laryngo fissure seriously compromise the subsequent condi- 
tion of the patient? 

Sir Ferix Semon said that the left side of the larynx was com- 
pletely fixed and this pointed to infiltration of the inside of the larynx 
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itself. The growth had probably commenced in the lower part of the 
larynx. With regard to the question of operation, he would not di- 
rectly oppose an exploratory laryngotomy, but his experience was 
that in such cases the disease was usually found to be much more 
advanced than had appeared on mere inspection and palpation, and 
the results usually were not gratifying. 

Dr Lack admitted that there was fixation and thickening of the 
left side of the larnyx, but considered this was due to spreading in- 
wards of a growth commencing on the outside in the pharynx. 
There was no epithelioma in the larynx. 

Dr. Grant remarked that the interior of the larynx seemed to him 
to be very definitely affected, and he also should feel disinclined to 
advise any operation because of the large extrinsic mass. 

Dr. McBrineE said that probably the disease began inside and 
passed over the arytenoid. P 

Mr. THoRNE, in reply, said that hoarseness had come on about 
six months ago. He himself had been of the opinion that it would 
be a mistake to undertake any operation, and he was glad to have 
this view confirmed. There was no pain on swallowing until three 
weeks ago, when the man first came under his care. 


Case of Infiltration of Pharynx and Post-nasal Space in a 
Man et. 45. 


Shown by Dr. FirzGrraLtp Powe. The patient had complained 
of inability to sleep with his mouth closed. He stated about six 
months ago he found that he woke himself up with a loud snoring; 
this had gradually become more marked, occurring more frequently. 
He said that since present trouble began he could fall asleep at any 
time. He had no pain, and was gaining flesh. There was no inter- 
ference with deglutition or phonation, and there ‘was no history of 
syphillis obtainable. 

On examination, the whole of the pharnyx, more especially the 
left lateral wall, and the post-nasal space were found to be the seat 
for considerable infiltration and thickening, giving the appearance of 
bulging. There was slight swelling of the edge of the epiglottis on 
the left side. 

The tongue was marked with deep fissures and cracks. The 
uvula was attached along both its free borders to the posterior pil- 
lars of the fauces. The arms and wrists and inside of foot showed 
patches of eruption, apparently dry eczema. 

He had been treated with iodide of potassium and mercury. 
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Case of Growth in Post-nasal Space Appearing Below Soft 
Palate in an Infant et. 18 Months. 


Shown by Dr. FirzGrratp PoweEtt. The mother stated the child 
cried as if it “had a stoppage,” arid during sleep made a whistling 
noise. She said that she had noticed it from the time of the child’s 
birth, and that the noise was not any worse now than it was then. 
There had been no discharge or hemorrhage from nose. The child 
was flabby, and backward for its age. 

On examination, a reddish-looking growth, a little larger than the 
uvula, was seen protruding below the margin of the soft palate. On 
seizing it with a pair of forceps and running the finger up along the 
growth, it was felt to be elongated and pedicle-shaped, growing 
from the vault of the pharynx. Considerable traction was made on 
it with the forceps, but it appeared to be tough and resisting. 

Dr. Powell proposed putting the child under an anesthetic and 
removing it. 

Tue PresIpENT said that the edge of a growth could be seen be- 
hind the uvula. An opinion as to its nature could not be given ex- 
cept after palpation. 


Epulides or Symmetrical Swellings of Gum at the Posterior 
Extremity of the Alveolar Border of each Upper Jaw in 
a Female et. 37. 


Shown by Mr. W. G. Spencer. The patient had worn a plate for 
seven years, and had noted the swelling for one year, with pain. 
The dental plate now worn reached back only to the front of the 
swelling. 

Dr. VINRACE ventured to suggest that this case lent itself to 2 
very simple explanation. It’seemed to him to be due to a combina- 
tion of mechanical action and slow inflammatory process. He hal 
ascertained from the patient that she had worn a plate constantly 
day and night for seven years, and it would be observed that the 
growth was immediately adjacent and in contact with the margin of 
the plate; consequently he thought that whatever had been the cause 
of the swellings, they were largely regulated by the presence of the 
plate.. 

Dr. DonELAN asked Mr. Spencer if he considered symmetry an 
essential characteristic of an epulis, because, from the title of the 
paper, he inferred this to be the case. An epulis might be symmet- 
rical, of course, but it was not a necessary characteristic. He agreed 
with Dr. Vinrace as to the possible effect of the pressure of the plate, 
but he noticed that it was in those parts—both in front and behind— 
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where the plate did not press that these enlargements were present, 
The swellings behind the plate which were described as epulides were 
apparently caused by the pressure of food between the lower plate 
and the upper gums, producing a thickening of ordinary fibrous 
tissue. So far as his recollection went, he was under the impression 
that an epulis was connected with bone changes, and that there must 
be some inflammatory disease of the bone to set up an epulis; but 
there was no evidence of that in this case. 

Mr. Waccett believed this to be an exaggerated example of the 
tuberous swelling of the posterior end of the upper alveolus which 
was very frequently to be seen in the mouths of adults. His atten- 
tion was constantly drawn to these swellings in making sketches of 
the mouth and fauces, and he believed them to be of no clinical im- 
portance. 

Mr. SPENCER said he thought the swellings of the gum were con- 
nected with the tooth-plate, either directly or indirectly. He did not 
propose to do anything to the patient, unless suggestions were made 
that she might get worse if he did not. He did not see the neces- 
sity of taking away the swellings, which were simply fibrous hyper- 
trophy; he brought the patient to the Society to see if any member 
thought the removal necessary. The case had been sent to him as 
one of epulis, with a swelling of the gum. 


Case of Hereditary Specific Perforation of the Anterior Pillar 
of the Fauces. 


Shown by Dr. DunpDAs Grant. W. A—, et. 15, was seen for the 
first time on January 8th, 1903, on account of pain and difficulty ia 
swallowing. He was found to have an elliptical opening in the left 
anterior pillar, with thick congested edges covered with a greyish- 
white slough. Behind it on the tonsil was also a fairly circui- 
scribed excavation with a sloughy floor. The symptoms were of 
fourteen days’ duration, and there was well-marked evidence of a 
hereditary specific dyscrasia. The exhibitor brought the case be- 
fore the Society because the opening was very similar to the con- 
genial slit seen in several instances by the members of the Society. 
He thought it would be in teresting to observe at a later stage to 
degree the opening would resemble the congenial malformation. 

THE PRESIDENT considered it to be a case of inherited syphilis. 
The perforation did not look at all as if it were congenital. 

Dr. GRANT said it was difficult to foresee what the appearance 
would be after the gummatous disease had been cured. It would 
probably be very much like what they had seen in the congenital 
cases (but not symmetrical.) 
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Case of Chronic Laryngitis with Inte-Arrytenoid Pseudo-pachy - 
dermic Swelling, probably due to Purulent Rhinitis. 


Shown by Dr. DunpAs Grant. Maude W—, et. 20, was first 
seen the week previous on account of hoarseness, which was worse 
in the morning, and which had lasted for two months; similar 
hoarseness, was present during the whole of the previous winter, but 
had disappeared as that season passed off. There were crusts on the 
yocal cords, and on the summit of a sessile swelling, which interfered 
with the apposition of the cords. This swelling was irregular, and 
presented a white, sodden appearance. The patient was the subject 
of muco-purulent rhinitis, and the secretion tended to dry in the ndse. 
There was deviation of the septum into the right nostril, and the 
right middle turginated body was hypertrophied. The exhibitor 
considered the laryngitic condition to be the result of the inhalation 
of morbid secretion from the nose, and that the swelling in the inter- 
arytenoid space, which simulated pachydermia, was the result of 
proliferation and maceration of the superficial epithelium. He had 
prescribed a simple nasal wash, and the patient, presented at the 
Society, stated that the hoarseness had very much diminished dur- 
ing the week that the nasal wash had been employed. The swelling 


in the inter-arytenoid space had become somewhat smaller. 1 


A Plea for the Early Operative Treatment of Quinsy (Periton- 
sillar Abscess)—J. Park West. Cleveland Medical Journal. 
January, 1903. 

We have no medical treatment for this painful affection. Aconite 
will not reduce the inflammation and seldom aborts an attack. 

Cocaine may give slight temporary relief to the pain. The coal- 
tar group is ineffective. Opium is dangerous owing to the likelihood 
of causing edema of the glottis. Gargles are painful, and hot appli- 
cations of doubtful utility. 

Owing to the fact that it is sometime before the place of pointing 
of the abscess can be seen, it is advisable to fee! for the point of 
fluctuation. This location is most frequently found above and to the 
inner side of the tonsil. Repeated examinations with the finger 
should be made and when fluctuation is detected the spot should be 
incised in a vertical direction. STEIN. 

(Abstractor has for years made it a rule to always incise a 
peritonsillar abscess by way of the epitonsillar space, using for this 
purpose an Allen septum knife.) 



























VI. CONGRESS OF THE ITALIAN SOCIETY OF 
GOLOGY, OTOLOGY AND RHINOLOGY. 


October 25, 26 and 27, 1902. 
President: G, Masini (Genoa). 


After a brief address by the President, papers and communi- 
cations were read: 


Peripheral Innervation of the Larynx. 


A. TririLetti1 (Naples). The author limits himself to a state- 
ment of our present knowledge more especially in regard to motor 
innervation. He limits the entire question to four principal points 
in the form of four questions, as has been done by other authors: 

I. Should the classic scheme of the distribution of laryngeal nerves 
' be preserved? 

II. Does the recurrent nerve arise from the pneumogastric or 
from the spinal nerve? As a double influence of a vago-spinal char- 
acter upon the larynx cannot be denied and the old idea of Claude 
Bernard is to be adopted, that the recurrent, as a motor nerve, arises 
from the spinal. 

III. Does the recurrent include centripetal fibres? As dissections 
cannot determine this, experimental means must be employed. The 
author concludes that we must admit that the recurrent fibres have 
a centripetal action by way of anastamosis, either directly or indi- 
rectly, from which is deduced the explanation of possible reflex 
action on the larynx. 


IV. What is the significance of the median pathological posi- 
tion of the vocal cord? The author discusses this question from 
an anatomical, a laryngoscopic and an experimental point of view. 

The author discusses all these questions at length. 


Anesthesia of the Laryngeal Vestibule in Paralysis of the Re- 
current Nerve. 


Masset (Naples). In cases of paralysis of the recurrent nerve 
Massei has been able almost always to note the presence of anesthe- 
sia or tactile hyperesthesia, limited to the laryngeal vestibule, always 
on both sides, although the lesion has been but a unilateral one of the 
recurrent. He believes that this may be a most excellent differential 
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symptom to distinguish myopathic from neuropathic paralysis of 
the vocal cords, in the sense that in the former sensibility is pre- 
served, and in the latter it is destroyed. 


Contribution to Laryngeal Ictus and other Spasms of the Con- 
strictors of the Glottis. 
Grapvenico, G. (Turin). 


The Method of Rossi in Plastic Surgery of the Larynx. 
De Carut, D. (Rome). 


Foreign Body (a coin [one soldo], one cent piece), in the Larynx 
of an Adult. Extracted by the Natural Channel. ; 
Isata, G. (Naples). Among cases of foreign bodies in the larynx 
those of coins are the rarest. In the case treated by the author it 
concerned a young man of 25, who in playing with his nephews in- 
spired a one cent coin in his air passages. A physician, who had been 
immediately called, attempted to extract the coin with forceps, caus- 
ing a laceration and contusion of the soft palate and of the posterior 
wall of the pharynx. The coin was wedged in, as was demonstrated 
by aid of the laryngoscope, vertically and antero-posteriorly to the 
vocal cords; there existed diffuse redness and tumefaction of the 
laryngeal mucosa, edema of the neck and cyanosis of the face, caused 
by difficult respiration. The coin was extracted by means of 
Luer’s forceps. During the succeeding days it was necessary to 
treat the traumatic lesions of the pharynx and larynx which had 
been caused by fruitless efforts made to remove the foreign body. 


The Electro-Magnet Applied for the Extraction of Foreign 
Bodies in the Air Passages. 


Prota, G. (Naples). He records the fortunate cases of Garel and 
Piéchaud, who each one extracted a nail from the bronchus, and he 
reports another case of Massei. One case was published and the 
other, unpublished, is detailed by the author. It concerns a boy of 8, 
who, playfully, placed a number of nails (horseshoe nails) in his 
mouth and inspired one in his larynx. He had an attack of suffoca- 
tion, which ceased in a short time and repeated itself at intervals, 
and ceased after 40 days without any treatment. 

Laryngoscopic and X-ray examination showed the nail situated 
with its head on the level of the right bronchus and the point as high 
as the trachea. Tracheotomy was performed and the electro-magnet 
brought to the wound without any result. Forceps were also un- 
availing, as the nail was wedged in the right bronchus, and the 
child died a prey to suffocation. 
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Necropsy revealed an emphysema of the neck and thorax, of the 
anterior mediastinum and of the upper lobe of the right lung, 
atelectasis of the middle lobe, a marked hyperemia of the inferior 
lobe and a hyperemia of the entire left lung. 

Upon opening the trachea there was found a nail 55 mm. long, 
oxidized and rusty, located with the head in the right bronchus, 
which was covered with serous blood and presented numerous hem- 
orrhagic erosions upon the mucosa, and at the origin of the bron- 
chus down to the middle lobe of the right lung, which appeared 
like a mark of the head of the nail, shows the point having hit the 
tracheal wall, upon which were noted small hemorrhagic lesions, 

The author, in endeavoring to explain such a divergence of re- 
sults in the case of Massei and those of Garel and Piéchaud, re- 
views the more or less favorable conditions in which operations 
were performed. 

The author then goes on to relate the experiments made with 
electro-magnets in the removal of foreign bodies from the air pass- 
ages and various experiments made on cadavers. He concludes that 
low tracheotomy and a strong electro-magnet are necessary. 


Intubation in Ulceration of the Cricoid Region. 


Tommast, I. (Lucca). Intubation shows itself to be insufficient 
in ulceration of the cricoid region following diphtheria. The author 
relates, in support of his opinion, the clinical history of a child of 4, 
and states that tracheotomy is necessary when there exist signs of 
ulceration with consecutive lesions of the cricoid cartilage. 


Treatment of Hypertrophic Tonsillitis. 


Tommast, I. (Lucca). He recommends, in indicated cases, the 
continuous discission of the fragments. 


Contribution to the Prophylaxis of Peritonsillar Abscess. 


Luneuini, O. He insists on the necessity of opening the crypt of 
the upper portion of the palatine tonsil. 


Contribution to the Study of Pharyngitis Sicca in Diabetes and 
in Albuminuria. 


Monearpi, R. This symptomatic pharyngitis, confirmed in num- 
erous publications (Joal, Ruault, Garel, Lori, etc.), accompanies all 
precocious alterations of the changes of diabetes and of the pre- 
albuminuric stage of renal sclerosis. 

For certain organs of such individuals the nutrition is reckoned 
in a manner similar to that of the general nutrition shown in a sud- 
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den manner. The pharynx, struck by functional complications, is at- 
tacked by recurring lesions, and is one of the first places where 
the morbid process manifests itself. 

The author states in his report that this modification has three 
groups of causes: 1. A decline in general nutrition. 2. A diminu- 
tion in the flow of blood (arteriosclerosis, diminution of blood-pres- 
sure). 3. Nutritive disturbances caused by crusts of mucus adher- 
ent to the pharynx. He irisists that these disturbances of nutrition 
are due to precocious thickening of the intima of the artery which 
narrows the vessels diminishing the afflux of the blood. 

He cites five observations, stating the differential indications in 
the two forms, and seeking to give a logical connection to these 
facts which possess the reality of an evident connection. 


A Rare Case of Phagedenic Ulcer of the Pharyngeal Vault. 


Bosto, B. (Milan). The ulceration of large extent and marked 
depth, was not of a syphilitic nature, and healed under simple local 
treatment. 


The Breathing and Sphygmographic Alterations in Stammering. 


Rueant, L. (Florence). The author treats this subject from two 
points of view: 1. How is respiration regulated in different forms 
of stuttering, in the special manner having for a base the studies 
made on the argument of Gutzmann and Liebmann. 2. The man- 
ner in which the pulse acts in such forms of stuttering. 

The author gives a number of pneumograms taken in a certain 
form of stuttering, the first ones at the beginning of a discourse, 
shows that the respiration becomes irregular (initial phase); to 
this period there follows an inspiratory phase very slightly pro- 
longed and then a series of abnormal expirations and inspirations. 
In this respiratory curve he has obtained traces of dyspnea, with 
alternately indications of apnea of very short duration, which are 
always verified by the inspiratory and expiratory phases. He has 
constantly observed after inspiration is well completed, expiration is 
often represented by a series of interruptions which represent the 
staccado type of respiration, which point corresponds to the repeti- 
tion in staccado of a greater or less number of syllables. At the 
end of the discourse there is a series of more ample and less fre- 
quent respirations (compensatory phase of respiration). The author 
regards the respiration of stuttering, like that of laughing, of weep- 
ing and of hiccough, as respiratory forms which physiologists de- 
nominate modified, complicated or abnormal. 
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The author concludes from the sphygmograms: 1. In the various 
forms of stuttering there is always reproduced respiratory rhythm, 
2. The form of the pulse represents alterations in character. 3. That 
during a discourse it has a smaller expansibility and a greater fre- 
quency, matters which are found in stuttering under two special 
conditions—that from the mechanical effect, and that from the 
psychic, from the emotional state under which patients always suf- 
fer whenever it is necessary for them to speak. 


The Proof Obtained by Blistering in Adenoid Vegetations. 


Masini, G. (Genoa). The author contends from the results ob- 
tained with a blister that he has obtained indications confirming his 
theory that the adenoidal condition is a consequence of the toxic 
phenomena provoked by an alteration of the internal secretion of the 
pharyngeal tonsil. 


Lipoma of the Larynx (with demonstration). 


CaLamipa, U. (Turin). Observed in a man of 40. The neoplasm 
of the size of a small nut, was attached by means of a long pedicle to 
the left ariepiglottic fold, and caused lately grave disturbances, pro- 
voking violent fits of coughing and serious attacks of suffocation. 

The tumor was extracted by the natural passages, and microscopic 
examination confirmed the diagnosis of lipoma. 


How May the Practice of Our Specialty be Efficiently Regu- 
lated. 

GrapEenico, G. (Turin). A unanimous adoption of this paper 
caused the meeting to decide to send the following recommendations 
to the Minister of Public Instruction: 

First. That teaching in our specialty become a stronger branch 
with new and rational ordinances. 

Second. That a request be made to have deaf mute institutes, in 
addition to employing a physician for general and sanitary service, 
also add an otologist. 

Third. That hospitals be ordered to establish a department for 
the indigent having affections of the throat, of the nose and of the 
ear. 

Proposal of a New Method of Treating Ozena by Means of 
Luminous Rays. 

Dorntsio, I. (Turin). The author records a preliminary com- 
munication based on the claims presented January 21, 1903, to the 
Royal Academy of Medicine of Turin. This treatment was applied 
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to 14 patients with ozena by means of different sorts of light 
(solar light, electric arc light, incandescent electric light, acety- 
lene, Auer’s gas). The light was projected throuyi the dilated nares 
by means of lenses and of reflectors or the introduction of incan- 
descent lamps or glass cylinders, strongly illuminated from without, 
into the nasal cavity. During a very long treatment (lasting two or 
three months, two daily sittings of about two hours each), the pa- 
tients were free of crusts and of fetor, without having had recourse to 
douches ; in such a case the cure lasted six months. At present the 
author is trying the action of monochromatic light (violet) which 
he obtains by means of an electric current of high tension. He can- 
not yet state whether the results obtained are due to a bactericidal 
action of the light or to an action stimulating the nutrition of the 
tissues. In conclusion Dionisio stated that he had used light treat- 
ment in five cases of otitis media purulenta chronica, with results 
not afforded by other methods ; in three cases he obtained a complete 
cure after two months. 


Nasal Surgery in the Different Forms of Stenosis. 


Eom, F. (Rome). Nasal stenoses are, for the great part, the 
result of hypertrophy of the mucosa, more especially of the inferior 
turbinate, and may be aggravated by the presence of a spur and of a 
deviation of the septum. Egidi praises the effect of a radical resec- 
tion of the turbinate and shows the model of a very strong scissors 
devised by himself, and which permits of the entire resection of the 
inferior turbinate in a few seconds. For the rest of the septum he 
preferably uses his scissors or else a strong knife with a dull point. 
Dressing is with iodoform gauze. 


On Nasal Sinusites and its Treatment. 


GaveELto, G. (Turin). He relates the clinical histories of 22 cases 
with purulent lesions of the nasal cavities, which were treated at 
the clinic of the Gradenigo Institution. The lesions were as follows: 

15 unilateral maxillary sinusites; 2 unilateral maxillary and eth- 
moidal sinusites ; 1 bilateral maxillary ethmoidal sinusites ; 2 frontal 
sinusites and bilateral ethmoidal; 1 frontal and ethmoidal sinusites ; 
1 frontal, ethmoidal and sphenoidal sinusites. 

He explained the greater prevalence of this lesion in the max- 
illary cavity over that of others through various causes : 

First. The etiologic cause——Dental caries (rather infrequent) 
and nasal infection by way of the maxillary cavity. Nasal infec- 
tion alone by means of other cavities. 
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Second. Anatomical cause.—The position of the opening of the 
maxillary cavity favors the flow from other cavities, and more easily 
becomes a resting place of the exudate. The large size of the max- 
illary cavity is also more favorable to empyema. 

Third. Symptomatic cause-——The symptomatology of maxillary 
lesions in general exercises more power than that of the other cay- 
ities, both subjectively and objectively. 

He gives five of his observations: 

Etiology.—In 14 cases dental caries, in 1 case influenza, in 3 in- 
fection of the nasal passages, in 3 doubtful but probably dental 
caries. Among the co-efficient recognized cases were alcoholism, 
tuberculosis and syphilis. 

Symptomatology.—The only constant symptom is the presence 
of pus; it is difficult to find the point of origin. 

Treatment.—Maxillary sinusites: Opening of the alveolar cay- 
ity; opening of the cavity by the canine fossa; opening of the cav- 
ity by the canine fossa and by the nose. 

Frontal Sinusites—Opening of the anterior parietal cavity. The 
difficulty of subsequent treatment is in establishing a satisfactory 
communication with the nose. 

Ethmoidal and Sphenoidal Sinusites—The etnmoidal if associ- 
ated with a frontal lesion and is treated by external passages. 

The sphenoidal is treated by external passage and by the concomi- 
tant fronto-ethmoidal lesion. I cannot give an opinion on the method 
by means of the maxillary way. 


Intranasal Synechia and its Treatment. 


Poti (Genoa). The author considers stenosis such as is most en- 
countered in practice, as seen from the nasal septum to the inferior 
turbinate. Contrary to the method proposed by Flatau, of Krakau, 
the author believes in a proper method of sinechiotomy from which 
proper results are to be awaited. Here follows a description of the 
technique. 


Tearing up in Cases of Hypertrophic Rhinitis. 


Borio, B. (Milan). He demonstrates a forceps for the tearing 
up of hypertrophied turbinates, accompanied by the aid of cocaine 
and adrenalin extract. This method has the advantage of prevent- 
ing consecutive hemorrhage and renders tamponing with gauze 
superfluous. 
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Contribution to the Clinical History and Therapeutics of Sar- 
coma. 

D’AsutoLo, G. (Bologna). In 2,500 patients examined by him, 
he found six cases of nasal sarcoma, of which four were primarily 
of the nasal cavity, one situated in the pharyngeal vault and one in 
the upper and posterior part of the nasal fossa. He recommended 
an operation, possibly radical, preferably by natural ways, fol- 
lowed by the application of carbolic acid in an alcoholic solution 
ordered by him. 


Chondroma of the Cartilaginous Septum in a Girl of 16. 
D’Asuto.o, G. (Bologna). 


On the Physio-pathology of Nasal Respiration. 

Rueant, L. (Florence). 

On the Physiologic Value of Nasal and Buccal Respiration. 

Pott, G. (Genoa). 

Rhino-Vaporization. 

Detta Vebdora, C. (Milan). In many nasal affections douches 
and injections of air are contra-indicated; he has considered it ad- 
vantageous to project vapors in the nasal cavities by means of rub- 
ber tubes ; the vapor is obtained by means of an apparatus which acts 
under pressure of one-half to 114 atmospheres. Sometimes there 
is observed a congestion of the nasal and rhinopharyngeal tract. 

On Bucco-Nasal Respiration Considered in Reference to a Con- 
genital Absence of the Nasal Fossae. 

Masini, G. Genoa). This concerns a girl with a congenital clos- 
ure of both nasal cavities, who did not present any disturbance and 
did not admit an acquired accommodation of the organism to respira- 
tion exclusively buccal. The author brings up this case to combat 
the conclusions of the works of Rugani and De Poli. 


Nystagmus of Nasal Origin. 

Ostino, G. (Florence). 
On an Infrequent Symptom of Acute Maxillary Sinusites in 

Influenza. — i 

D’Asutoto, G. He observed in an acute empyema of the maxil- 
lary antrum the symptoms described by Hajek, as follows: An 
enlargement and tumefaction, with some pain of the mucosa of 
the buccal vestibule of the corresponding side. This sign of Hajek 
should not be mistaken for a certain amount of bilateral increase 
in size which is found in this place and which is an expression of 
hyperemia ex vacuo following an expiration of a part of the buccal 
cavity. 
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Application of Isotonia to Oto-Rhinotria. 
Monearpl, R. (Bologna). 


On the use of Pure Carbolic Acid and in Most Concentrated 
Alcoholic Solution with the Addition of Menthol In Oto- 
Rhinoastomaitaria. 

D’Asutoto, G. The following formula is recommended: 
BR Acid. carbolic. pur. 
Alcoholis absolut., aa gr. 100 
Menthol., gr. 10 
Its use has a good effect on the different affections of the mouth 
and of the pharynx, in lacunar tonsillitis since it produces emptying 
of the crypts, in eczema and furunculosis of the nose and of the 
external auditory meatus. After the extirpation of malignant neo- 
plasms of the nose the solution was used in local applications or for 
interstitial injections. 


On the Participation of the Frontal Sinus in the Respiration of 
Man. 


CALAMIDT AND CATELLIE (Turin). 


The Physiology of the Middle Ear in Relation to the Surgery 
of Otitis Media Non-Suppurativa. 
Nuvoita (Rome). 


On Auditory Acuity after Surgical Intervention on the Conduct- 
ing Apparatus. 
Frerreri (Rome). 
Acute Otitis in Italy. 
MANEOLI, T. (Rome). 


Epithelioma of the Concha of the Ear. 

Garzia, V. (Naples). In one case, which was quite young, a 
radical removal of the tumor was made and the present time (in one 
case about a year and a half. in the other about five months) there 
has been no relapse. 


Cystic Formation of the External Auditory Meatus. 


Pott, C. The author had occasion to observe a cyst containing a 
limpid liquid similar to that described‘by Gruber in 1897 ; the author 
made a histopathologic examination. 

The lining of the cyst showed a double layer of epithelial cells 
which were prismatic, slightly flattened and possessed externally the 
characteristics of fibrous cells ; these lay upon their membrana prop- 
ria, limited below by a firm connective tissue. 

As far as the contents are concerned the author is inclined to 
regard it as the normal secretion of a ceruminous gland. 
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Ulcerative Tuberculosis of the External Auditory Meatus. 
Ostino, G. (Florence). 


A Case of Sarcoma of the External Auditory Meatus. 
Luneuint, O. (Siena). 

A Case of Tuberculosis of the Concha. 
Grazzi, V. (Florence). 


On Some Uncommon Consequences or Pathological Complica- 
tions of Acute Otitis Media. 

D’Asvuroto, G. Of the clinical cases of the author he refers to 
one of a peasant of 26 with an acute mastoiditis. On the thirteenth 
day of the otitis on a trip which the patient had to make, a spasm of 
the orbicularis of the eye and a paralysis of the abducens with 
diplopia appeared on the side of the diseased ear. An operation did 
not reveal any lesion which could explain the syinptoms observed. 

The spasm disappeared rapidly but the paralysis was dissipated 
little by little. 


Anatomical Points of the Human Temporal. 
D’Asutoxo, G. 


Tamponing of the Cavity Connected with the Anterior Part. 

D’Asvto.o. The author uses a tenuous cotton plug which he 
passes in the nares. He does not need to pass the tampon by the 
mouth, thus avoiding infection. In order to obtain a better effect the 
tampon is soaked in peroxide of hydrogen containing a few drops 
of 10% alcoholic solution of menthol. 


Scope and Mechanism of the Apparatus of Tympanic Accom- 
modation. 

Nvvot, G. 

Some Cases of Endo-Tympanic Surgery; New Attempts at Re- 
moval of the Membrane with Persistent Perforation. 

GavELLo, G. The author has treated two cases of dry otitis and 
two of suppuration in purulent otitis media by different methods: 
Simple tympanic perforation, tympanic perforation and removal of 
the malleus, removal of the tympanic membrane and of the malleus, 
removal of the tympanic membrane, malleus and incus. 

He has tried to make the removal of the tympanic membrane per- 
manent by modifying the method of Kessel and of Schwartze in the 
way of adding to it the removal of the deeper portion of the mucosa 
of the auditory meatus with the object of completely interrupting the 
road to an afflux of blood and to prevent the regeneration of the 
tympanic membrane. ; 
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He explained the method he followed and demonstrated instru- 
ments he devised, but he confessed that the results obtained did not 
correspond to his wishes. 


Diagnosis and Treatment of Subperiosteal Abscesses of the 
Mastoid. 

Tommasl, I. (Lucca). In such cases the differential diagnosis 
between periostitis of the mastoid and mastoiditis offers almost in- 
superable difficulties. 

After having given the principal symptoms, Tommasi calls atten- 
tion to the lining membrane of the auditory canal in the bony and 
cartilaginous portion of the postero--superior wall of the canal. In 
doubtful cases it is proper to begin with antrectomy, and to limit 
this at first to one incision of the soft part behind the ear. 


On the Excretory Canals of the Petroso-Temporal and of the 
Petroso-Squamous. 

BovEro AND CALAMIDA (Turin). A demonstration of a series 
of temporal bones and of numerous photographs representing the 
results of researches. This research included 2,200 human tem- 
poral bones and of all classes of mammals, which excretory foram- 
ina present a genetic and functional analogy. Sometimes the canals 
showed an anomaly in their course; they might vary in the two 
sides; they diminish in calibre and in number from those of adult 
age. The authors find the canals abnormal in 16.38% of all the 
temporals examined; in the greatest majority of the cases there ex- 
isted but one emissary; in 18 cases there existed two or more emis- 
sary ducts. They could not determine a noteworthy difference be-. 
tween the left and the right side. 











BIBLIOGRAPHY. 


It is our purpose to furnish in this Department a complete and reliable record of the 
world’s current literature of Rhinology, Laryngology and Otology. 

All papers marked (*) will be published in abstract in THe LarynGoscore. 

Authors noting an omission of their papers will confer a favor by informing the Editer. 


I. NOSE AND NASO-PHARYNX. 


*Subcutaneous Injection of Paraffin Wax for the Removal of Deform- 
ities of the Nose. WaLKER Downir. Glasgow Medical Fournal. 
Oct., 1902. 


An Unusual Case of Foreign Body in the Nose. Dr. GERBER (K6nigs- 
berg.) Archiv f. Laryngologie. Band XIII, Heft 2. 


*A Noteworthy Case of Nasal Sequestrum; a Contribution to the Study 
of the Innervation of the Soft Palate. Dr. A. EPHRAIM (Breslau.) 
Archiv f. Laryagologie. Band XIII, Heft 2. 


A Case of So-called Bleeding Polyp of the Septum. Dr. Cari 
REICHERT (GO6rlitz.) Archiv f. Laryngologie. Band XIII, Heft 3. 


A Case of Foreign Body in the Naso-Pharynx. Dr. R. KAFEMANN 
(Kénigsberg i. Pr.) Archiv f. Laryngologie. Band XIII, Heft 3. 


Subcutaneous Injections of Vaseline to Improve the Shape of the Nose. 
DR. ALEXANDER Baurowicz (Krakau.) Archiv f. Laryngologie. 
Band XIII, Heft 3. 


Epithelioma of the Nasal Mucosa. Dr.S. CireL_ii and Dr. M. CALAMIDA 
(Turin.) Archiv f. Laryngologie. Band XIII, Heft 3. 


A Contribution to the Localization of the So-called Bleeding Polyps 
of the Nose. Dr. ALEXANDER BAuROwICzZ (Krakau.) Archiv f. 
Laryngologie. Band XIII, Heft 2. 


Sarcoma of the Nasal Fosse. A. GrosyJEAN. Revue Heb. Laryng. 
D’ Otol. Rhinologie. Jan. 17, 1903. 


Paraffin Injection in a Case of So-called Saddle Nose (Illustrated.) 
FRANCIS ALTER (TOLEDO). Med. Record. Feby., 1903. 


Nose and Throat Work for the General Practitioner. (Neuroses.) 
Gro. L. RicHARDs (Fall River, Mass.) Juternat. Four. Surg. April, 
1903. 


Nose and Throat Work for the General Practitioner. (Tracheotomy, 
Intubation.) Gro. L. RIcHARDS (Fall River, Mass.) Jnternat. Jour. 
Surg. March, 1903. 





327 











328 BIBLIOGRAPHY. 


Il. MOUTH AND PHARYNX. 
Malarial Ulcer of the Pharynx. P. K. GaiEr. Russk. Vrach, S. Peterb., 
1902, I, 1488-1490. 
Tuberculosis of the Pharynx in a Boy 6 years old. M.HeErR?Tz. Gaz. 
lek., Warszawa. 1902, 2. S., XXII, 1253-1257. 


Thyroid Tumor at Base of Tongue Removed by a Transhyoid Opera- 
tion. GaupieR & CHEVALIER. La Presse Oto Laryng. Jan. 1903. 


*Some Functional Neuroses of the Throat. P. McBripg. Edinburgh 
Med. Fournal. August, 1902. 


Struma Accessoria at the Base of the Tongue. Pror. Onopr (Buda- 
pest.) Archiv f. Laryngologie, Band XIII, Heft 2. 


*The Cystoscopic Examination of the Pharynx or Salpingoscopy. Dr. 
AD. VALENTIN (Bern.) Archiv f. Laryngologie. Band XIII, Heft 2. 


A Case of Dental Root Cyst of the Upper Jaw with Especial Reference 
to the Histology. Dr. THxorHiL Huc (Freiburg.) Archiv f. Laryng- 
ologie. Band XIII, Heft 2. 


Contribution to the Pathology of the Pharyngeal Tonsil. The Cystic 
Growths of the Hyperplastic Pharyngeal Tonsil. Dr. Max Girxe 
(Breslau.) Archiv f. Laryngologie, Band XIII, Heft 3. 

A Case of Paralysis of the Velum Palati from Botulism. (Ptomaine 


Poisoning.) Dr. EDWARD WERTHEIM (Breslau.) Archiv f. Laryng- 
ologie. Band XIII, Heft 2. 


Some Tonsil Affections. R. B. FAULKNER (Pittsburg.) NM. 2% Med. 
Fournal. Jan. 10, 1903. 


Hypertrophy of the Lymphoid Ring of the Pharynx and Its Surgical 
Treatment. H. Hoyvie Burts, (New York.) Med. Record. Jan. 17, 
1903. 

A Contribution to the Study of Quinsy with Complications, with 
Seven Cases Illustrating Operation and Treatment. Frank E. 
MILLER (New York.) Juternat. Four. Surg. March, 1903. 


Ill. ACCESSORY SINUSES. 
*Two Cases of Frontal Sinus Suppuration. Wa.LKER DownIE. Glasgow 
Med. Fournal. October, 1902. 


A Contribution to the Conversion of Benign Laryngeal Tumors into 
Malignant Ones. Pror. V. HInsBERG (Breslau.) Archiv f. Laryng- 
ologie, Heft 2, Band XIII. 


IV. LARYNX AND TRACHEA. 


Excision of the Larynx for Cancer. D. I. TaTaRINoFF. Khirurgia, 
Mosk. 1902, XII, 650-656. 


Treatment of Chronic Affections of Larynx and Trachea by Intra- 
Tracheal Injections. Drtsaux. La Presse Oto Laryng. Jan., 1902. 


The Elastic Fibres in the Larynx with Especial Regard to the Func- 
tional Structure and the Function of the True Vocal Chords. Dr. 
J. KATZENSTEIN (Berlin.) Archiv f. Laryngologie. Band XIII, Heft 2. 































ww 


to 


= 


a, 








BIBLIOGRAPHY. 329 





A Study of the Recurrent Laryngeal Nerve. J. BroxckarErr. La 
Presse Oto Laryng. Jan., 1903. ° 


A Contribution to our Knowledge of the Larynx of Marsupials. Dr. 
SucKsTorFF (Rostock.) Archiv f. Laryngologie. Band XIII, Heft 2. 


Lupus Vulgaris Laryngis, a Clinical Study. Pror. HoLrceR MyGiInp 
(Copenhagen.) Archiv f. Laryngologie. Band XIII, Heft 2. 


A Case of Double Lachrymal Cyst Cured by Resection of the Lower 
Turbinal. Dr. EvuGEN FiscHER (Luxemburg.) Archiv f. Laryngologie. 
Band XIII, Heft 2. 


A Certain Intermittent Swelling of the Nasal Mucosa and its Treat- 
ment. Dr. O. Muck (Essen a.d.R.) Archiv f. Laryngologie. Band 
XIII, Heft 2. 


*Tuberculous Laryngitis. J. CLARENCE SHARP (New York.) New York 
Med. Fournal. Feb. 1903. 


Vv. DIPHTHERIA, THYROID GLAND AND OESOPHAGUS. 


*Prophylaxis of Diphtheria by the Preventive Injections of Serum. 
SEVESTRE. Revue Hebd. Laryng. D’ Otol. Rhinologie. Oct. 18, 1902. 


VI. EAR. 


Influence of Artillery Fire on the Function of the Organ of Hearing. 
VASILYEFF. Voyenno Med. Fournal.. St. Petersb. 1902, LXXX, Med. 
Spec. pt., 4155-4163. 


Complications Observed in Otitis [Media and the Role Played by the 
Lymphatic System of the Head and Neck. E. M. Yurcrens. Med. 
Sbornik Varshav, Nyazd. Voyenno, Hosp. 1902, Varshava, 1903, XV, Pt. 
9, 1-8. 

Accommodation in the Ear; Zimmerman’s Theory. VovacHEK. Voyenno 
Med. F., St. Petersb., 1902, LXXX, Med. Spec. Pt., 4548-4562. 


*Chronic Suppurative Diseases of the Middle Ear. T. Kerr Love. 
Glasgow Med. Four., July-August, 1902. 


Congenital Occlusion of the Choanz. Dr. Lupwic Wo.rr (Frankfurt 
A.M.) Archiv f. Laryngologie. Band XIII, Heft 3. 


*Unilateral Hysterical Deafness of Five Years Duration in a Patient 
Affected with Epilepsy. F.CHAVANNE. Revue Heb. Laryng. D’ Otol. 
et Rhinologie. Jan. 3, 1903. 

A Case of Disease of the Acoustic Nerves, Causing Profound Deaf- 
ness, Accompanied at a Later Stage by Pleuritic Effusion and Fibroid 
Phthisis—Recovery. Dr. St. JoHNn Roosa. Med. Record. Jan. 31, 1903. 


Radical Relief of Chronic Deafness with Aural Vertigo, or Head-Noises 
by Resection of the Auditory Conduciing Mechanism. Rop’r 
BarcLay (St. Louis.) Sz. Louis Med. Rev. Feb. 28, 1903. 


Treatment of Sclerosis of the [Middle Ear. M. W. FrEprRicK (San 
Francisco.) Calif. State Four. Med, March, 1903. . 




































330 BIBLIOGRAPHY. 


Vit. MASTOID AND CEREBRAL COMPLICATIONS. 


*Cerebral Abcess of Nasal Origin. Dr. Marc Paunz (Budapest.) Archi 
f. Laryngologie. Band XIII, Heft 2. 

Pericerebral Abscess of Nasal Origin. T. Zauewski. Przegl. Lek., 
Krakow, 1902, XLI, 731. 


Vill. THERAPY. 


Study of the Effects of Ext. of the Supra Renals on the Mucosa of 
the Upper Air Passages when Applied Externally. Dr. M. 
BUKOFZER (Kénigsberg i. Pr.) Archiv f. Laryngologie. Band XIII, 
Heft 3. 

U-Shaped Tube for Injection of Liquids into the Ear. Vv. G. Kuvcu- 
INSKI. Vrach, Gaz., S. Petersb., 1902, IX, Therap. Pt., 33. 


Antistreptococcic Serum in a Case of Purulent Otitis Media. M.N. 
PoKROVSKI. Med. Sbornik Varshav, Uyazd, WVoyenno, Hosp., 1902, 
Varshava, 1903, XV, Pt. 6, 3-6. 


IX. NEW INSTRUMENTS. 


A Modification of Schotz’s Double Chisel. Dr. B. CHORONSHITZKY 
(Warsau.) Archiv f. Laryngologie. Band XIII, Heft 3. 


A New Laryngeal Insufflator. Dr. Srmmcrr. SPIEGEL (Vienna.) Archiv 
fj. Laryngologie. Band XIII, Heft 2. 


X. MISCELLANEOUS. 


Rise of Diphtheria Antitoxine in Natural Conditions of Life of Animals 
and in their Artificial Immunization. S. K. DzERzHGovsKI. Bolnitsch, 
Gaz., Botkina, St. Petersb., 1902, XIII, 2057, 2111. 

Connection of Diseases of the Female Genital Organs with Diseases 
of the Nose. B.A. Lisorr. Russk. Vrach, St. Peterb., 1902, I, 1609. 


*The Significance of Snoring. Dr. Jui. Vors (Frankfort, A.M.) Archiv 
Jj. Laryngologie, Band XIII, Heft 2. 

A Case of Nervous Palpitation Cured by Removal of a Septal Spine. 
Dr. Cari KAssEL (Posen.) Archiv f. Laryngologic. Band XIII, Heft3. 

On the Method of Action of Cricothyroid Muscle and its Relation 
to Tone Building. Dr. Ernst BARTH (Sensburg.) Archiv f. Laryng- 
ologie. Band XIII, Heft 3. 

*Pathology of the So-called Bony Cysts of the Middle Turbinal. Dr. 
L. HARMER (Wien.) Archiv f. Laryngologie. Band XIII, Heft 3. 
The Modern Aspect of Common Colds. JoHN ZaAsorsky (St. Louis.) 

New York Med. Fournal. Feb. 7, 1903. 

*Ankylosis of the Cricoarytenoid Articulation, Due to Acute Inflam- 
matory Causes. Dr. BRYSON DELAVAN (New York). Medical Record, 
Jan. 24, 1903. 

The Close Analogy of Trachoma to Adenoids. RaipH OpDYKE (New 
York). Med. Record, Jan. 3, 1903. 

What Can be Done to Prevent the Spread of Syphilis. E. STonisaR 
GRIFFIN. (New York.) Medical Record, Dec. 27, 1902. 

















SELECTED ABSTRACTS. 


The Significance of Snoring.—Dr. Jut. Vets, Frankfort a.M. 
Archiv fiir Laryngologie. Bd. xiii, Heft 3. 

Much space is occupied in rehearsing the evils of mouth-breath- 
ing. The two varieties of snoring, one with the mouth open and 
one with the mouth closed, are separately discussed. In the case of 
snoring with open mouth where there is absoluteiy no nasal obstruc- 
tion, the author says the habit can be overcome by the use of a very 
simple device which will be described later. In these cases a chronic 
post-nasal irritation is set up, which annoys the sufferer not only 
during the night, but all day as well. Various neighboring regions 
finally become involved in the chronic inflammation that ensues, so 
that at the last these patients present a well-defined case of pharyn- 
geal catarrh without any corresponding irritation in the nose. 

The device to which reference has been made consists of two 
flannel bandages about 4 cm wide, the middle of one of which is laid 
across under the’ chin and the ends are carried up and tied at the 
vertex. The other is then laid across the occiput, the ends carried 
forward and tied over the forehead. At the point where these band- 
ages cross each other on each side of the head, they are pinned to- 
gether to prevent slipping. Very slight pressure need be used in 
tying the bandage which holds up the chin, as the latter falls only 
by reason of relaxed muscles and very little force is needed to hold 
it in position. \V. says that in those cases treated by him, it was nec- 
essary to wear the bandage only from 8 to 14 nights, when the habit 
was overcome. Of course, if the nose becomes obstructed by a 
rhinitis, it may be necessary to wear the bandage a few nights when- 
ever that occurs. In many instances the previously angry and in- 
flamed pharyngeal mucosa lost its irritated appearance, and what 
appeared to be an incurable case of post-nasal catarrh was at once 
resolved into a simple irritation that yielded readily to treatment. 
VITTUM. 
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Salpingoscopy.—Dr. Ap. VALENTIN, Bonn. 
gologie. Band xiii, Heft 3. 

The author has devised an instrument formed on the principle of 
the cystoscope, which is introduced through the inferior nasal meatus 
and gives very satisfactory and clear views of the Eustachian open- 
ing. These views have the advantage of being en face, and not 
foreshortened as must of necessity be the case in posterior rhinoscopy. 

Very many interesting views were obtained, particularly during 
muscular action (phonation, deglutition). The movements are, how- 
ever, so rapid that the author has not been able clearly to distin- 
guish the action of the small individual muscles of the region. One 
phenomenon noticed was the frequent extrusion of a clear mucus 
mixed with air bubbles from the Eustachian opening. Valentin 
suggests that this thick mucus may be a protective provision against 
the entrance of germs into the middle ear, just as that function is 
ascribed to the cervical mucus in the case of the uterus. 

The beginner is cautioned in regard to one detail. In the picture 
obtained, those structures farther away from the end of the salpin- 
goscope appear to be very much diminished in size, while those close 
at hand stand out in bold coloring and relief. In using this instru- 
ment, therefore, the relative size of the various structures must be 
borne in mind. 

The whole of the naso-pharynx may be seen as the instrument is 
turned up and down and from side to side, but owing to the peculiar- 
ity just spoken of, its chief value is in examining the Eustachian 
openings and their immediate surroundings. One Eustachian open- 
ing can be well seen by means of the salpingoscope introduced 
through the opposite nostril. This renders it of service in those cases 
where great difficulty is experienced in introducing the catheter, 
and advantage of this fact has been taken by the author in several 
instances. 

The instrument itself is 14 ctm long, the beak, set on at an angle 
of 165 degrees, is provided with a small 4-volt lamp which becomes 
only barely warm even during prolonged use. The diameter of the 
tube is 444 mm (14 charriére). At the angle where stem and beak 
meet is a prism which conducts the light rays aiong the stem to 
meet the eye. VITTUM. 
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Shall the Ear Surgeon Operate for Brain Abscess?—H. Girrorp 
—Western Medical Review. January, 1903. 


Statistics vary as to the proportion of brain abscesses which are 
due to ear disease. Korner gives it as one-third. Von Bergman 
estimates it as one-half of all; and if we add to these the cases where 
the abscess results from disease of the orbit or of the accessory nasal 
sinuses, it is evident that the ear surgeons have a better opportunity 
of studying the clinical symptoms of brain abscess than any other 
class of practitioners. Korner has shown that the great majority 
of otitic brain abscesses come at some point of their periphery, irito 
close proximity to the diseased portion of the temporal bone; fur- 
thermore, by opening the mastoid first, the diseased bone can be 
followed to that portion of the dura mater which lies nearest to the 
abscess. 

Localization by the focal symptoms is most uncertain. It is now 
recognized that such symptoms point less frequently to disease of the 
motor centers than to pressure produced by the abscess upon the 
internal capsule. One may have an array of focal symptoms without 
any abscess, or an abscess of long standing without any focal symp- 
toms. STEIN. 


Unilateral Hysterical Deafness of Five Years Duration in a 
Patient Affected With Epilepsy —F. CitavaAnne. Revue 
Heb. de Laryngol, D’ Otol. et de Rhinol. January 3, 1903. 


There had been Several attacks of suppuration -n the affected ear. 
The deafness followed suddenly after an attack of Jacksonian 
epilepsy and persisted for five years. During this period the patient 
was subject to both Jacksonian and hysterical attacks. There was 
hemianesthesia of the right side and normal sensibility of the left. 

The sensibility of the pavilion was abolished on the right side and 
normal on the left; of the cartilaginous and bony canal and of the 
drum membrane. 

There was absolute deafness of the left side, and the Rinné test was 
negative. There was no aerial perception of the watch, of the voice, 
or of the tuning fork. 

A few applications of electricity brought about the return of the 


hearing to almost its normal condition. 
. W. SCHEPPEGRELL. 





834 SELECTED ABSTRACTS. 
Some Rare Cases of Sarcoma of the Thyroid—Saniri, P. L.,— 
Lancet. July 19, 1902. 


The four cases recorded confirm the statement that most cases 
of malignant thyroid are unfortunately seen at too late a stage for 
radical treatment. Extirpation was possible in one only, and this 
case indicates clearly the uncertainty of diagnosis and prognosis, 
and the difficulty of removing the disease once it has become extra- 
capsular. In one case tracheotomy was performed. Malignant dis- 
ease of the thyroid is said to be more common in glands which 
have been the seats of previous non-malignant growths. This may 
be correct generally, but there is no definite history in either of these 
cases to suggest the presence of any form of simple growth, and in 
only one of the four cases was there a probability of any previous 
disease of the thyroid, and this was not of the nature of a growth. 

The onset of malignant disease of the thyroid is late in life. Berry 
in his investigations limits practically its earliest appearance to 40 
years of age. In these four cases the ages were respectively 57, 59, 
60 and 69 years. The two younger patients were males, the two 
older were females. The patient who was 60 years of age had the 
symptoms of myxcedema, and the one who was aged 69 years had 
the affected lobe extirpated. The histological varieties of sarcoma 
found in the thyroid are either spindle or round-celled ; in three of 
the following cases the cells were round and of medium size. In 
the fourth the structure was that of a giant-celled sarcoma. The 
duration of life in malignant thyroid is variable—from nine weeks 
to two and a half years being the limits—although in those cases 
grafted on to pre-existing simple growths the date of origin of ma- 
lignancy is uncertain, and its duration may be considerably longer. 
These four cases terminated fatally in eight, nine, twelve and seven- 
teen months respectively from the period of earliest observation of 
the growth, and, being primarily malignant, the history is fairly ac- 
curate. The immediate cause of death in each case is recorded as 
follows: The first patient died suddenly from heart and respiratory 
failure five or six hours after tracheotomy; the second from syn- 
cope on the day upon which he was prepared for tracheotomy ; the 
third five days after extirpation from exhaustion; and the fourth 
from general suppurative peritonitis, pleurisy and pericarditis. The 
sarcomata grow more rapidly than do the carcinomata. 

The Seat of Origin of Sarcoma.—Whether one lobe is more prone 
to involvement than the other I cannot say, but the isthmus is the 
least frequent site of origin. Sarcoma generally is more prone 
to involve one lobe and to grow rapidly; carcinoma early to involve 
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the second lobe and to grow more slowly. Involvement of lym- 
phatic glands is variable, and is too late to be of diagnostic value. 
In three cases the cervical glands were involved and palpable, but 
when they became the seat of new growth it is impossible to say. In 
the fourth case—the (?) giant-celled sarcoma—no secondary glands 
were found. 

Secondary Growths.—In the earliest case, although the primary 
growth was most extensive, and involved the walls of veins, the 
fascie and the pleura, no embolic deposits were found. In another 
case there were malignant ulcers of the stomach and intestine, ma- 
lignant infiltration of the pancreas, and the cervical glands were in- 
volved. 

Deviation of the Trachea.—In three of these cases deviation was 
not marked, such slight deviation being the usual condition found 
in malignant disease. The greatest was one inch. In the fourth 
case—the (?) giant-celled sarcoma—the deviation of the trachea 
from the mid-line was two inches. Pain was not a prominent sign 
in either of these cases; two patients complained of slight neuralgic 
pain situated in the neck and radiating up towards the ear and down 
towards the chest. Dysphagia and dyspnoea were present in three 
cases. 

Ingrowth into the Trachea.—This is comparatively common, and 
takes place usually from one-half to one inch below the cricoid car- 
tilage. In the second of these cases the larynx had been invaded 
and the mucous membrane was ulcerated. In the fourth (the 
myxcedematous) case there was distinct infiltration of the submu- 
cous tissue of the larynx and the trachea This extended for a dis- 
tance of one and a half inches and resulted in a fusiform elevation ; 
it extended above and below the cricoid, and seemed to have envel- 
oped, if not to have destroyed, the cartilage. There was no obvious 
loss of tissue—i. e., ulceration—over it. 

The consistence of sarcoma generally is softer than is that of 
carcinoma of the thyroid. One of these cases was described as 
stonily hard, one as firm and elastic and the other two as hard. 

Complete fixation of the mass to deep structures was found in 
three cases 

The Carotids.—In two cases the carotids were embedded in the 
growth. In the third case the vessel lay at the posterior border. In 
the fourth case the vessel lay at the outer border, below the growth. 
SrCiair THOMSON. 
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The Internal Secretions and the Principles of Medicine. Volume I. 4 


By Cuas. E. pg M. Sajous, M.D., Philadelphia. Octavo, cloth, pp. 800, 42 
illustrations. Publisher, F. A. Davis Co., Philadelphia, 1903. 


A reconstruction of the principles of medicine, based on new theories and ~ 


doctrines in the rdle of the internal secretions, is a stupendous undertaking, and ~ 


difficulties. To properly review so complete a volume, would require much careful ~ 


we can well realize that this work of the author has been fraught with numerous _ 


reading and deliberation, and a liberal allotment of space. We can only hopeto © 


present the gist of this subject-matter in these short paragraphs. 

It almost dazes us to think that the bulk of this volume of eight hundred 
pages is based on a consideration of the physiology and pathology of the adrenal 
glands. The author considers in exhaustive chapters the physiology of the adrenals, 
their internal secretions in relation to every important system of the body, their 


analogy to the thyroid gland, the internal secrections in their relations to immun © 


ity, and the value of their functions in the preservation of life. 

We are free to confess that this subject appears to be but in its infancy, and 
that it will require much deliberation and a concensus of opinion, to permanently 
establish it as a new system of medicine. M. A. G, 


Die Krankheiten der Nase. By Pror. Dr. OrroKar CuIArI of the Royal 3 


University of Vienna.—Octavo, pp. 275, 37 illustrations. FRANZ DEUTICKE, 
Leipzig and Vienna, 1902. Price, 7 marks. 


This volume is Part I. of the author’s series, ‘‘ Die Krankheiten der Oberen 
Luftwege’’, presenting the subject of Rhinology in 12 special chapters. 

Chapters 1, 2, 3 and 4 include considerations of Anatomy, Physiology, General 
Pathology, Methods of Examination and Technique. Chapters 5 and 6 are de- 
voted to Specific Pathology and Therapy; chapter 7 to Anomalies; chapter 8 to 
Injuries and Foreign Bodies; chapter 9 to Nasal Hemmorrhage in its different 
forms. In chapter 10 the author presents very comprehensively the various 
benign and malignant neoplasms of the nose. 

Perhaps the most valuable part of this work is contained in chapter 11, which 
carefully considers and describes many minutiz of the Accessory Sinuses. It is in 
this field that the author has especially distinguished himself, and his extended 
clinical experience in this direction affords much valuable data. 

The volume is distinctly a product of the Viennese school, and though not an 
exhaustive treatise for the specialist, contains much of importance. M. A. G. 
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